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Preface 


This supplement contains the official version of material supplementing the 
Tennessee Code Annotated, Official Edition, as previously enacted, and new 
and amendatory laws of a general and permanent nature enacted in the 2021 
First Extraordinary Session and the 2021 Regular Session of the 112th 
General Assembly. It was prepared by the editorial staff of the publisher with 
the assistance of Paige A. Seals, Revisor of Statutes and Executive Secretary 
for the Tennessee Code Commission. 

Information about the Code and suggestions for its use may be found in the 
User’s Guide, a version of which appears in each volume. 

Please note: (1) Tennessee Code Annotated section designations assigned to 
2021 acts by the General Assembly may have been changed by the Tennessee 
Code Commission pursuant to § 1-1-108; and (2) under Tenn. Const., art. II, 
§ 24, laws requiring the expenditure of state funds may be null and void 
unless first-year funding is approved in the year in which the law is passed. 

This supplement contains annotations from decisions posted to Lexis Ad- 
vance through April 15, 2021. Annotations are taken from decisions or articles 
that appear in the following traditional sources: 


South Western Reporter, 3d Series 
Supreme Court Reporter 

Federal Reporter, 3d Series 

Federal Supplement, 2d Series 
Bankruptcy Reporter 

Opinions of the Attorney General 
Tennessee Bar Journal 

Tennessee Law Review 

University of Memphis Law Review 
Vanderbilt Law Review 


Suggestions, comments, or questions about the Tennessee Code Annotated 
are always welcome. You may call us toll free at (800) 833-9844, email us at 
customer.support@lexisnexis.com, or write Tennessee Editor, LexisNexis, 9443 
Springboro Pike, Miamisburg, OH 45342. 

Visit our Internet home page at www.lexisnexis.com for an online book- 
store, technical support, customer service, and other company information. 
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NUMBERING SYSTEM 


In 1979, a new numbering system was implemented by the Code 
Commission which facilitates the organization of sections. This system divides 
existing chapters into “parts” so that several related, but distinct, subjects can 
be compiled in one chapter. The new numbering system consists of three-tier 
numbers rather than the former two-tier numbers. Thus, former chapter 29 of 
title 4 (former §§ 4-2901 — 4-2926) was redesignated in 1979 and organized 
into two parts, §§ 4-29-101 — 4-29-120 and 4-29-201 — 4-29-207. The number 
in the first tier represents the title; the second tier represents the chapter; and 
the last tier represents the part and section. 

4 - 29 - Lee) 
Title Chap. Part Section 


For example, § 4-29-110 is the tenth section in the first part of chapter 29 of 
title 4. Section 4-29-203 is the third section in the second part of chapter 29 of 
title 4. 

Where former two-tier section numbers have been transformed into this 
three-tier system, a parallel reference table is provided showing the disposition 
of the former sections. Furthermore, the former two-tier section number 
appears in the history line of each section transformed to the three-tier system. 

Code sections are divided into subsections. A subsection may be further 
divided into subdivisions. The first level of a section is a subsection, and all 
subsequent divisions of that subsection are referred to as subdivisions. A 
subsection is designated by a lower case letter in parenthesis. If a section has 
only one subsection, the lower case designation does not appear, even if that 
subsection is subdivided; any subsequent division of that single subsection is 
designated and referred to by the appropriate subdivision designation. The 
designations are as follows: 


First level (subsections): (a), (b), (c), ete. 

Second level (subdivisions): (1), (2), (3), ete. 

Third level (subdivisions): (A), (B), (C), etc. 

Fourth level (subdivisions): (i), (ii), (iii), etc. 

Fifth through eighth levels (subdivisions) repeat the above designations but 
italicize the designations: 

(a), (b), (co), ete. 

(1), (2), (3), ete. 


For example, if § 1-1-101 is divided into two paragraphs designated as (a) 
and (b), those designated paragraphs are referred to as subsections, subsection 
(a) and subsection (b). If either subsection is further divided, those further 
divided levels of the subsection are subdivisions. 

Therefore, if subsection (a) is divided into three additional levels: (a)(1), 
(a)(2), and (a)(3), those levels within subsection (a) are referred to as 


v1 
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subdivisions: subdivision (a)(1), subdivision (a)(2), and subdivision (a)(3). Any 
subsequent further division of a subdivision is simply another subdivision. If 
subdivision (a)(1) is divided into three additional levels, (a)(1)(A), (a)(1)(B), and 
(a)(1)(C), those levels are also called subdivisions, as are the levels if 
subdivision (C) is further divided into additional levels, which would be 
subdivisions (i), (ii), (iii), etc. Example citation: § 1-1-101(a)(1)(A)Q). 
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TENNESSEE CODE ANNOTATED 


TITLE 68 


HEALTH, SAFETY AND ENVIRONMENTAL 
PROTECTION 


Chapter 
HEALTH 


1. Department of Health. 
Part 1. General Provisions 
Part 2. Quarantine 
Part 3. Dental Hygiene 
Part 4. Vaccines 
Part 5. Control and Prevention of Diabetes 
Part 6. Stroke best practices and treatment guidelines task force [Expired] 
Part 8. Perinatal and Neonatal Care 
Part 11. Sudden, Unexplained Child Death Act 
Part 18. Down Syndrome Information Act of 2018 
Part 18. Office of Women’s Health ACT of 2000 
Part 19. Stroke Care, Education, and Outreach Collaborative 
Part 21. Statewide Palliative Care Consumer and Professional Information and Education 
Program [Expired] 
Part 23. Child Nutrition and Wellness Act of 2006 
Part 25. Autism Spectrum Disorder Taskforce [Repealed] 
2. Local Health Services. 
Part 6. County Health Departments 
3. Vital Records Act of 1977. 
Part 1. Definitions and Administration 
Part 2. Records — General Requirements 
Part 3. Births 
Part 5. Deaths 
Part 6. Maternal Mortality Review and Prevention Act of 2016 
Part 7. Suicide Prevention Act of 2018 [Expired] 
4. Disposition of Dead Bodies. 
5. Prevention of Diseases. 
Part 1. General Provisions 
Part 2. Newborn Testing — Eyes 
Part 4. Newborn Testing — Metabolic Defects 
Part 5. Genetic Testing 
6. Sudden Cardiac Arrest Prevention Act. 
7. Medical Cannabis Commission. 
10. Sexually Transmitted Diseases. 
11. Health Facilities and Resources. 
Part 2. Regulation of Health and Related Facilities 
Part 3. Medical Records Act of 1974 
Part 8. Deficient Nursing Homes 
Part 10. Registry of Persons Who Have Abused, Neglected, or Misappropriated the Property 
of Vulnerable Individuals 
Part 13. Hospital Cooperation ACT of 1993 
Part 14. Alzheimer’s Disease Treatment 


Chapter 


HEALTH 2 


Part 16. Tennessee Health Services and Planning Act of 2002 [Effective until October 1, 
2021. See the version effective on October 1, 2021.] 

Part 16. Tennessee Health Services and Planning Act of 2021 [Effective on October 1, 
2021. See the version effective until October 1, 2021.] 

Part 18. Tennessee Health Care Decisions Act 

Part 21. Stroke Treatment 


14. 


Hotels, Food Service Establishments and Swimming Pools. 


Part 3. Hotel and Public Swimming Pool Inspection Act 
Part 7. Tennessee Food Safety Act 


15. 


Miscellaneous Sanitary Regulations. 


Part 1. Workshops [Repealed] 


24. 


Alcohol and Drug Treatment. 


Part 6. Licensing of Alcohol and Drug Abuse ars 


29. 
31. 
34, 
35. 
41. 
55. 


Tennessee Medical Laboratory Act. 
Transplantations. 
“Family Planning Act of 1971. 
Renal Disease. 
Hemophilia. 
Head and Spinal Cord Injury Information System. 


Part 1. In General 
Part 3. Revenues 
Part 5. Youth Sport-Related Injuries 


59. 


Section 


68-1-101. 
68-1-103. 
68-1-108. 


68-1-109. 
68-1-119. 


68-1-125. 


68-1-128. 


68-1-129. 
68-1-130. 


68-1-131. 
68-1-132. 
68-1-133. 
68-1-134. 


68-1-135. 
68-1-136. 
68-1-137. 
68-1-138. 


Tennessee Trauma Center Funding Law of 2007. 


HEALTH 
CHAPTER 1 
DEPARTMENT OF HEALTH 


Part 1. General Provisions 


Department organized into divisions — Expedited issuance of license. 

Rules and regulations — Fees and charges. 

Reports of claims data by licensed hospitals — Penalties — Waiver — Licensure — Civil 
liability — Annual report. 

Uncompensated care. 

Claims data discharge reports by ambulatory surgical treatment centers (ASTCs) — 
Penalties — Waiver — Civil liability — Exceptions. 

Funds for in-home visitation programs — Emphasis on evidence-based programs — 
Report on findings. 

High volume prescribers of controlled substances — High-risk prescribers based on 
clinical outcomes. 

Optical examination waiver form for Alzheimer’s and dementia patients. 

Development of plan to create apprentice program for use by licensing boards and 
commissions. 

Reports on existing apprenticeship programs of boards and commissions. 

Development of tobacco prevention programs. 

Department of health website — Links to asthma prevention protocols. 

Calculation of income for members of uniformed services for purposes of determining 
eligibility for supplemental food program. 

Performance of health maintenance tasks by paid personal aide. 

Needle and hypodermic syringe exchange program. 

Program established to provide access to voluntary reversible long-acting contraception. 

Prohibited offer or payment, or offer or solicitation, of commission for referral of patient 
or patronage with respect to alcohol or drug services. [Effective until July 1, 2022. 
See the version effective on July 1, 2022.] 
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Section 

68-1-138. Prohibited offer or payment, or offer or solicitation, of commission for referral of patient 
or patronage with respect to alcohol or drug services. [Effective on July 1, 2022. See 
the version effective until July 1, 2022.] 

68-1-139. Training program for certified nurse practitioners in treating and processing minor who 
is victim of sexual offense. 

68-1-140. Inclusion of data related to complications of induced abortions in annual report of 
selected induced termination of pregnancy data. 

68-1-141. Dementia education. 

68-1-142. Dissemination of information concerning health effects and dangers of using vapor 
products to students. 


Part 2. Quarantine 
68-1-201. Power to quarantine. 
Part 3. Dental Hygiene 
68-1-305. Comprehensive state oral health plan. 
Part 4. Vaccines 
68-1-403. Declaration of epidemic — Statewide collaborative pharmacy practice agreement. 
Part 5. Control and Prevention of Diabetes 


68-1-501. Identification of goals and benchmarks and development of agency plans. 
68-1-502. Reports. 
68-1-503. Applicability of requirements of part. 


Part 6. Stroke best practices and treatment guidelines task force [Expired] 
68-1-601 — 68-1-604. [Expired.] 
Part 8. Perinatal and Neonatal Care 


68-1-802. Development of plan for perinatal care. 

68-1-804. Items to be considered for inclusion in program. 

68-1-805. Report regarding births involving neonatal abstinence syndrome and opioid use by 
women of childbearing age. 

68-1-806. Report on quality and outcomes in perinatal care. 


Part 11. Sudden, Unexplained Child Death Act 
68-1-1103. Implementation. 
Part 13. Down Syndrome Information Act of 2018 


68-1-1301. Short title. 

68-1-1302. Part definitions. 

68-1-1303. Information regarding Down syndrome to be made available. 

68-1-1304. Positive test result for Down syndrome — Information provided to expectant or new 
parent. 


Part 18. Office of Women’s Health ACT of 2000 
68-1-1803. Purpose. 
Part 19. Stroke Care, Education, and Outreach Collaborative 
68-1-1903. Statewide stroke database — Report. 


Part 21. Statewide Palliative Care Consumer and Professional Information and Education 
Program [Expired] 


68-1-2101 — 68-1-2104. [Repealed.] 
Part 23. Child Nutrition and Wellness Act of 2006 


68-1-2302. Part definitions. 
68-1-2303. [Repealed.] 
68-1-2304. Office of child nutrition and wellness. 


68-1-101 ~ HEALTH 4 


Part 25. Autism Spectrum Disorder Taskforce [Repealed] 


Section 
68-1-2501 — 68-1-2503. [Repealed.] 


PART 1 
GENERAL PROVISIONS 


68-1-101. Department organized into divisions — Expedited issuance 
of license. 


(a) The department of health shall be organized into the following divisions: | 
(1) The division of sanitary engineering, the head of which shall be the 
sanitary engineer; 
(2) The division of laboratories, the head of which shall be the 
bacteriologist; 
(3) The division of tuberculosis control, the head of which shall be the 
commissioner of health; 
(4) The division of preventable diseases, the head of which shall be the 
director of preventable diseases; 
(5) The division of children’s special services, the head of which shall be 
the director of crippled children’s service; 
(6) The division of medical care, the head of which shall be the director of 
medical care, who shall be appointed by the governor; 
(7) The division of rabies control, the head of which shall be the director 
of rabies control; and 
(8) The division of health related boards for all administrative, fiscal, 
inspectional, clerical and secretarial functions of the following boards, 
agencies and commissions: 
(A) Board of alcohol and drug abuse counselors; 
(B) Board of athletic trainers; 
(C) Board for professional counselors, marital and family therapists 
and clinical pastoral therapists; 
(D) Board of chiropractic examiners; 
(E) Board of communication disorders and sciences; 
(F) Board of communication disorders and sciences’ council for hearing 
instrument specialists; 
(G) Board of dentistry; 
(H) Board of dietitians/nutritionists examiners; 
(I) Board of dispensing opticians; 
(J) Board of electrolysis examiners; 
(K) Board of examiners for nursing home administrators; 
(L) Board of examiners in psychology; 
(M) Board of medical examiners; 
(N) Board of medical examiners’ committee for clinical perfusion; 
(O) Board of physician assistants; 
(P) Board of medical examiners’ Tennessee advisory committee for 
acupuncture; 
(Q) Board of nursing; 
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(R) Board of occupational therapy; 

(S) Board of optometry; 

(T) Board of osteopathic examination; 

(U) Board of osteopathic examination’s council of certified professional 
midwifery; 

(V) Board of pharmacy; 

(W) Board of physical therapy; 

(X) Board of podiatric medical examiners; 

(Y) Reflexology practitioners’ registration; 

(Z) Board of respiratory care; 

(AA) Board of social worker licensure; 

(BB) Tennessee massage licensure board; 

(CC) Tennessee medical laboratory board; and 

(DD) Board of veterinary medical examiners. | 

(b)(1) Notwithstanding any other law to the contrary, each health related 

board and the emergency medical services board shall establish a procedure 

to expedite the issuance of a license, certification or permit to perform 
professional services regulated by each such board to a person: 

(A)G) Who is certified or licensed in another state to perform profes- 

sional services in a state other than Tennessee; 

(ii) Whose spouse is a member of the armed forces of the United 

States; and 

(11) Whose spouse is the subject of a military transfer to this state; or 
(iv) [Deleted by 2019 amendment.] 

(B)G) Who, as a member of the armed forces of the United States, carries 

a current license or certification in another state to perform substan- 

tially similar professional services in a state other than Tennessee; and 

(11) Who applies for a license in Tennessee within one hundred eighty 
(180) days of: 

(a) Retiring from the armed forces of the United States; 

(6) Receiving any discharge other than a dishonorable discharge 
from the armed forces of the United States; or 

(c) Being released from active duty into a reserve component of the 
armed forces of the United States. 

(2) The procedure shall include: 

(A) Issuing the person a license, certificate or permit, if, in the opinion 
of the board, the requirements for certification or licensure of such other 
state are substantially equivalent to that required in this state; or 

(B) Developing a method to authorize the person to perform profes- 
sional services regulated by the board in this state by issuing the person 
a temporary permit for a limited period of time in accordance with 
§ 63-1-142. 

(c) The commissioner, each health related board and the emergency medical 
services board shall, upon application for certification or licensure, accept 
military education, training or experience completed by a person described in 
subdivisions (b)(1)(B)Gi)(a)-(c) toward the qualifications to receive the license 
or certification if such education, training or experience is determined by the 
commissioner or board to be substantially equivalent to the standards of this 
state. 


68-1-101 ~ 


HEALTH 6 


(d)(1) Notwithstanding any other law to the contrary, any member of the 
national guard or a reserve component of the armed forces of the United 
States called to active duty, and who, at the time of activation, was duly 
licensed or certified to perform professional services by a health related 
board of this state or by the emergency services board of this state, shall be 
kept in good standing by the board during the period of activation. 

(2) A license, certification or permit issued by a health related board of 
this state or by the emergency services board of this state for a person 
described in subdivision (d)(1) shall be temporarily renewed pursuant to 


subdivision (d)(3) without: 
(A) Payment of dues or fees; 


(B) Obtaining continuing education credits when: 
(i) Circumstances associated with the person’s military duty prevent 


the obtaining of continuing education credits and a waiver request has 
been submitted to the appropriate health related board or to the 
emergency medical services board; or 

(ii) The person performs the licensed or certified occupation as part of 
such person’s military duties and provides documentation to the appro- 
priate health related board or to the emergency medical services board; 
or 
(C) Performing any other act typically required for the renewal of the 


license or certification. 


(3) The license, certification or permit issued under this subsection (d) 
shall be continued or renewed while the person described in subdivision 
(d)(1) is on active duty until no later than six (6) months from the person’s 


release from active duty. 


History. 

Acts 1923," eh. 7, S24" Shan. Supp., 
§ 373a108; Code 1932, § 326; Acts 1935, ch. 
135;.§ .1;;1937,. ch. 33,.§ 64::1939, ch. 77,.8..2- 
1939, ch. 102, § 1; 1941, ch. 23, § 6; 1947, ch. 
16, § 3; mod. C. Supp. 1950, § 326 (Williams, 
8§ 255.67, 255.68a, 326, 4432.23, 4752, 4916.2, 
5827.6); Acts 1953, ch. 252, § 3 (Williams, 
§ 5109.22); impl. am. Acts 1967, ch. 173, § 1; 
Acts 1971, ch. 81, § 2; impl. am. Acts 1971, ch. 
188, § 1; impl. am. Acts 1972, ch. 771, § 1; 
1974, ch. 495, § 8;impl. am. Acts 1976, ch. 575, 
§ 1; Acts 1976, ch. 623, § 1; 1976, ch. 650, § 15; 
impl. am. Acts 1977, ch. 128, § 3; Acts 1978, ch. 
906, § 5; 1978, ch. 924, § 2; impl. am. Acts 
1979, ch. 378, §§ 2, 19; T.C.A. (orig. ed.), § 53- 
101; Acts 1984, ch. 921, § 6; 1984, ch. 1003, 
§ 3; 1995, ch. 419, § 1; 2007, ch. 424, § 1; 2008, 
ch. 1016, § 8; 2011, ch. 230, § 1; 2013, ch. 122, 
8§ 1, 3,5; 2019, ch. 195, § 2; 2021, ch. 565, § 9. 


Compiler’s Notes. 

Acts 2019, ch. 195, § 3 provided that the 
commissioner of commerce and insurance and 
the commissioner of health shall promulgate 
rules to effectuate the purposes of this act. The 


rules must be promulgated in accordance with 
the Uniform Administrative Procedures Act, 
compiled in title 4, chapter 5. 

Acts 2019, ch. 195, § 4 provided that the act, 
which amended this section, shall apply to all 
persons who make application for an exemption 
from licensure under the act. 

Acts 2021, ch. 565, § 13 provided that rules 
promulgated pursuant to this chapter to effec- 
tuate the purposes of the act must be promul- 
gated in accordance with the Uniform Admin- 
istrative Procedures Act, compiled in Tennessee 
Code Annotated, Title 4, Chapter 5. 


Amendments. 

The 2019 amendment, deleted (b)(1)(A)(iv), 
which read, “(iv) Who left employment to ac- 
company the person’s spouse to this state; or”. 

The 2021 amendment substituted “Board of 
physician assistants” for “Board of medical ex- 
aminers’ committee on physician assistants” in 


(a)(8)(O). 


Effective Dates. 
Acts 2019, ch. 195, § 4. July 1, 2019. 
Acts 2021, ch. 565, § 15. May 26, 2021. 
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68-1-103. Rules and regulations — Fees and charges. 


(a) The commissioner of health may adopt rules and regulations subject to 
this chapter. 

(b) The commissioner is empowered to adopt, promulgate and enforce, with 
the concurrence of the comptroller of the treasury and the commissioner of 
finance and administration, rules and regulations establishing fees and 
charges for any public health service, including, but not limited to, licenses, 
permits, or authorizations rendered pursuant to, or required by, any statute 
administered by the department of health. Any and all recipients of public 
health services shall be responsible for payment of same. The commissioner is 
empowered to promulgate regulations to reduce-or eliminate fees for any 
classification or classifications of services, based upon recipients’ condition or 
ability to pay. All fees received for the performance of services shall be retained 
by the district, municipal or county health department rendering the service, 
subject to the prior approval of the commissioner. Any fees received by the 
state department of health, and any fees not retained by the district, municipal 
or county health department, shall be deposited with the state treasurer in 
accordance with the provisions set forth in § 9-2-127. Any fees retained by 
district, municipal or county public health departments are to be applied 
toward the cost of providing or expanding the service or evaluating and 
processing the license, permit or other authorization, and the district, munici- 
pal or county department shall provide an accounting to the state of all such 
fees retained by that department, in such manner as shall be determined by 
the commissioner. With the approval of the commissioner, district, municipal 
and county public health departments may establish fees and charges in 
excess of, or less than, fees and charges set by the commissioner. Any fee for 
services performed by the municipal, county or district public health depart- 
ments not included on the fee schedule prepared by the commissioner shall be 
established by the district, municipal or county public health department. The 
amount of any fee established by the commissioner or by a district, municipal 
or county public health department under this section shall not exceed the cost 
of providing the service. 

(c) Rules and regulations establishing fees shall be in accordance with the 
Uniform Administrative Procedures Act, compiled in title 4, chapter 5. 


History. Acts 1973, ch. 323, § 1; 1981, ch. 192, §§ 1, 2; 
Acts 1877, ch. 98, § 8; Shan., § 3094; impl. T.C.A. (orig. ed.), § 53-103; Acts 1983, ch. 294, 
am. Acts 1923, ch. 7, § 46; Code 1932, § 5756; § 1. 


68-1-108. Reports of claims data by licensed hospitals — Penalties — 
Waiver — Licensure — Civil liability — Annual report. 


(a) Each hospital licensed under this title or title 33, or the hospital’s 
designated entity, shall report all claims data found on the UB-92 form or a 
successor form on every inpatient and outpatient discharge to the commis- 
sioner of health. A hospital shall report the claims data to the commissioner at 
least quarterly. After receiving the claims data, the commissioner shall 
promptly make the data available for review and copying by the Tennessee 
Hospital Association (THA) who shall use the data strictly for its own internal 
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purposes and for internal purposes of its members. No information shall be 
made available to the public by either the commissioner or the THA that 
reasonably could be expected to reveal the identity of any patient. The claims 
data reported to the commissioner under this section are confidential and not 
available to the public until the commissioner processes and verifies the data. 
The commissioner shall prescribe conditions under which the processed and 
verified data, are available to the public and shall establish policies for the 
release of HIPAA compliant limited use data sets. 

(b) A licensed hospital shall pay to the commissioner a civil penalty of five 
cents (5¢) for each day the claims data discharge report is delinquent. A claims 
data report is delinquent if the commissioner does not receive it before sixty 
(60) days after the end of the quarter. If the commissioner receives the report 
in incomplete form, the commissioner shall notify the hospital and provide 
fifteen (15) additional days to correct the error. The notice shall provide the 
hospital an additional fifteen (15) days to complete the form and return it to 
the commissioner prior to the imposition of any civil penalty. The maximum 
civil penalty for a delinquent report is ten dollars ($10.00) for each discharge 
record. The commissioner shall issue an assessment of the civil penalty to the 
hospital. The hospital has a right to an informal conference with the commis- 
sioner, if the hospital requests such conference within thirty (30) days of 
receipt of the assessment. After the informal conference or, if no conference is 
requested, after the time for requesting the informal conference has expired, 
the commissioner may proceed to collect the penalty by setting the penalty off 
against funds owed to the hospital or by instituting litigation. 

(c) In its request for an informal conference, the hospital may request the 
commissioner to waive the penalty. The commissioner may waive the penalty 
in cases of an act of God or other acts beyond the control of the hospital. Waiver 
of the penalty is in the sole discretion of the commissioner. None of these 
proceedings is subject to the Uniform Administrative Procedures Act, compiled 
in title 4, chapter 5. 

(d) Ahospital licensed pursuant to chapter 11, part 2 of this title shall, as a 
condition of licensure, continue to complete and submit annually the report of 
hospital statistics required by § 68-11-310 and regulations promulgated 
pursuant to that section. 

(e) No person or entity, including the THA, may be held liable in any civil 
action with respect to any report or disclosure of information made under this 
section, unless the person or entity has knowledge of any falsity of the 
information reported or disclosed. 

(f) On or before March 1 of each year, the department of health shall submit 
to the governor, the speaker of the senate, the speaker of the house of 
representatives, the health and welfare committee of the senate, and the 
health committee of the house of representatives a report with de-identified 
aggregate claims data on every inpatient and outpatient discharge that 
includes coded drug poisonings as reported for the calendar year two (2) years 
prior to the current year by licensed hospitals to the commissioner of health 
pursuant to this chapter. The department shall also publish the data submit- 
ted under this subsection (f) on the department’s Internet web site. 
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History. 

Acts 1985, ch. 480, §§ 1-4; 1994, ch. 889, § 1; 
wUll Chiro, Sa, 20L2, cn. 704, $ 1: 2012, ch. 
916, § 1; 2013; ch. 236, §* 49; 2015, chy.373, § 1; 
2018, ch. 618, § 1. 


Amendments. 

The 2015 amendment rewrote the last sen- 
tence of (a), which read “The commissioner 
shall prescribe conditions under which the pro- 


68-1-109. Uncompensated care. 


68-1-109 


cessed and verified data are available to the 
public.” 

The 2018 amendment substituted “Each hos- 
pital licensed under this title or title 33,” for 
“Hach licensed hospital,” at the beginning of (a). 


Effective Dates. 
Acts 2015, ch. 373, § 3. May 4, 2015. 
Acts 2018, ch. 618, § 2. July 1, 2018. 


Each hospital shall apply and use the definitions in subdivisions (1) and (2) 
when reporting on the joint annual reports to the department of health, center 
for health statistics. The center for health statistics and comptroller of the 
treasury’s office shall use and apply the definitions when auditing or compiling 
statistics based on the reports or for any related reports or statistics: 

(1) “Bad debts” means amounts considered to be uncollectible from 
accounts and notes receivable that are created or acquired in providing 
services. “Accounts receivable” and “notes receivable” are designations for 
claims arising from rendering services and are collectible in money in the 


relatively near future; 


(A) A debt must meet these criteria: 
(i) The provider must be able to establish that reasonable collection 


efforts were made; 


(ii) The debt was actually uncollectible when claimed as worthless; 

(iii) Sound business judgment established that there was no likeli- 
hood of recovery at any time in the future; and 

(iv) Accounts turned over to a collection agency should be classified as 


bad debt; 


(B)G) If after reasonable and customary attempts to collect a bill, the 
debt remains unpaid more than one hundred twenty (120) days from the 
date the first bill is mailed to the patient, the debt may be deemed 
uncollectible; 

(ii) Bankrupt accounts shall be considered bad debts, unless there is 
documented evidence that the medical bill caused bankruptcy. Such 
accounts would then be counted as charity; and 
(2) “Charity care” means reductions in charges made by the provider of 


services because of the indigence or medical indigence of the patient. 


(A) The provider should apply the following guidelines for making a 
determination of indigence or medical indigence: 

(i) The patient’s indigence must be determined by the provider, not by 
the patient; i.e., a patient’s signed declaration of the patient’s inability 
to pay the patient’s medical bills cannot be considered proof of indigence; 

(ii) The provider should take into account a patient’s total resources, 
which include, but are not limited to, an analysis of assets, only those 
convertible to cash and unnecessary for the patient’s daily living, 
liabilities, and income and expenses. Indigence income is determined by 
the provider’s posted charity care policy as required by § 68-11-268. 
Medical indigence is a status reached when a person uses or commits all 
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available current and expected resources to pay for medical bills and is 
not limited to a defined percent of the federal poverty guidelines. In 
making this analysis, the provider should take into account any extenu- 
ating circumstances that would affect the determination of the patient’s 
indigence; 

(iii) The provider shall determine that no source other than the 
patient is legally responsible for the patient’s medical bill; e.g., Title 
XIX, local welfare agency or guardian; and 

(iv) The patient’s file should contain documentation of the method by 
which indigence was determined, in addition to all backup information 
to substantiate the determination. 3 
(B) If indigence is determined and the provider concludes that there 

had been no improvement in the beneficiary’s financial condition, then the 

hospital may deem uncollectible the debt, or the portion of the debt, 
determined to be charity care without having to apply the bad debt 
collection criteria. 


History. 
Acts 1987, ch. 319, § 1; 2007, ch. 281, § 1; 
2020, ch. 619, §§ 1, 2. 


Amendments. 

The 2020 amendment rewrote the second 
sentence of (2)(A)(ii) which read: “Indigence 
income means an amount not to exceed one 
hundred percent (100%) of the federal poverty 


guidelines.”; and in (2)(B), substituted “If” for 
“Once” and substituted “then the hospital may 
deem uncollectable the debt, or the portion of 
the debt, determined to be charity care without 
having to apply” for “the debt may be deemed 
uncollectible without applying.” 


Effective Dates. 
Acts 2020, ch. 619, § 3. March 25, 2020. 


68-1-118. Specific authorization required for release of information. 


Cross-References. 
Dissemination of social security numbers, 
§ 4-4-125. 


68-1-119. Claims data discharge reports by ambulatory surgical treat- 
ment centers (ASTCs) — Penalties — Waiver — Civil liabil- 
ity — Exceptions. 


(a) Each licensed ambulatory surgical treatment center (ASTC) and each 
licensed outpatient diagnostic center (ODC) shall report all claims data found 
on the appropriate form on every discharge to the commissioner of health. 
ASTCs and ODCs shall file joint annual reports as required by the department 
of health. ASTCs and ODCs shall submit the data through third party entities 
approved by the department of health for the purpose of editing the data 
according to rules and regulations established by the commissioner. The 
ASTCs and ODCs shall be responsible for the costs associated with processing 
of the data by the approved vendors. An ASTC and an ODC shall report the 
claims data at least quarterly to the commissioner. No information shall be 
made available to the public by the commissioner that reasonably could be 
expected to reveal the identity of any patient. The claims data reported to the 
commissioner under this section are confidential and not available to the 
public until the commissioner processes and verifies the data. The commis- 
sioner shall prescribe conditions under which the processed and verified data 
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are available to the public and shall establish policies for the release of HIPAA 
compliant limited use data sets. 

(b) A licensed ASTC and ODC shall pay to the commissioner a civil penalty 
of five cents (5¢) for each day the claims data discharge report is delinquent. A 
claims data report is delinquent if the commissioner does not receive it before 
sixty (60) days after the end of the quarter. If the commissioner receives the 
report in incomplete form, the commissioner shall notify the ASTC and ODC 
and provide fifteen (15) additional days to correct the error. The notice shall 
provide the ASTC and ODC an additional fifteen (15) days to complete the form 
and return it to the commissioner prior to the imposition of any civil penalty. 
The maximum civil penalty for a delinquent report is ten dollars ($10.00) for 
each discharge record. The commissioner shall issue an assessment of the civil 
penalty to the ASTC and ODC. The ASTC and ODC has a right to an informal 
conference with the commissioner, if the ASTC and ODC requests the confer- 
ence within thirty (30) days of receipt of the assessment. After the informal 
conference or, if no conference is requested, after the time for requesting the 
informal conference has expired, the commissioner may proceed to collect the 
penalty by setting the penalty off against funds owed to the ASTC and ODC or 
by instituting litigation. 

(c) In its request for an informal conference, the ASTC and ODC may 
request the commissioner to waive the penalty. The commissioner may waive 
the penalty in cases of an act of God or other acts beyond the control of the 
ASTC and ODC. Waiver of the penalty is in the sole discretion of the 
commissioner. None of these proceedings are subject to the Uniform Adminis- 
trative Procedures Act, compiled in title 4, chapter 5. 

(d) No person or entity may be held liable in any civil action with respect to 
any report or disclosure of information made under this section, unless the 
person or entity has knowledge of any falsity of the information reported or 
disclosed. 

(e) This section shall not affect or replace any other reporting responsibility 
placed upon ASTCs. The report filed pursuant to this section shall not be 
required for discharges reported by ASTCs under § 68-3-505. 

(f) The claims data required to be reported by this section shall be collected 
and reported only to the extent it is collected and reported in the normal billing 
process, unless other claims data is deemed by the commissioner to be 
essential to the development or use of the ASTC claims data reporting system, 
in which case the identified data that is outside the normal billing process 
must be collected and reported; provided, however, that other claims data that 
may be required to be collected and reported shall be consistent with data 
required to be collected and reported by other healthcare providers. Any data 
that is submitted to the commissioner pursuant to this section shall be made 
available to the public no more frequently and no sooner after the data is 
submitted than the data collected and reported by licensed hospitals pursuant 
to § 68-1-108. 


History. Amendments. 
Acts 2002, ch. 513, § 1; 2004, ch. 917, §§ 6, 7; The 2015 amendment rewrote the last sen- 
2006, ch. 625, §§ 1-3; 2015, ch. 373, § 2. tence of (a), which read: “The commissioner 
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shall prescribe conditions under which the pro- Effective Dates. 
cessed and verified data are available to the Acts 2015, ch. 373, § 3. May 4, 2015. 
public.” 


68-1-125. Funds for in-home visitation programs — Emphasis on evi- 
dence-based programs — Report on findings. 


(a) As used in this section, unless the context otherwise requires: 

(1) “Evidence-based” means a program or practice that meets the follow- 
ing requirements: 

(A) The program or practice is governed by a program manual or 
protocol that specifies the nature, quality, and amount of service that 
constitutes the program; and 

(B) Scientific research using methods that meet high scientific stan- 

_dards, evaluated using either randomized controlled research designs, or 
quasi-experimental research designs with equivalent comparison groups. 

The effects of such programs must have demonstrated using two (2) or 

more separate client samples that the program improves client outcomes 

central to the purpose of the program; 

(2) “In-home visitation” means a service delivery strategy that is carried 
out in the homes of families of children from conception to school age that 
provides culturally sensitive face-to-face visits by nurses, other profession- 
als, or trained and supervised lay workers to promote positive parenting 
practices, enhance the socioemotional and cognitive development of children, 
improve the health of the family, and empower families to be self-sufficient. 
“In-home visitation” does not include any medicaid funded disease manage- 
ment or case management services or programs which may include home 
visits; 

(3) “Pilot program” means a temporary research-based or theory-based 
program or project that is eligible for funding from any source to determine 
whether or not evidence supports its continuation beyond the fixed evalua- 
tion period. A pilot program must provide for and include: 

(A) Development of a program manual or protocol that specifies the 
nature, quality, and amount of service that constitutes the program; and 

(B) Scientific research using methods that meet high scientific stan- 
dards for evaluating the effects of such programs must demonstrate on at 
least an annual basis whether or not the program improves client 
outcomes central to the purpose of the program; 

(4) “Research-based” means a program or practice that has some research 
demonstrating effectiveness, but that does not yet meet the standard of 
evidence-based; and 

(5) “Theory-based” means a program or practice that has general support 
among treatment providers and experts, based on experience or professional 
literature, may have anecdotal or case-study support, and has potential for 
becoming a research-based program or practice. 

(b)(1) With the long-term emphasis on procuring services whose methods 
have been measured, tested, and demonstrated to improve client outcomes, 
the department of health, and any other state agency that administers funds 
related to in-home visitation programs shall ensure that fifty percent (50%) 
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of state-appropriated funds expended for in-home visitation services are 
used for evidence-based models during fiscal year 2012-2013 and that 
seventy-five percent (75%) of such funds are used for evidence-based 
programs during fiscal year 2013-2014 and each subsequent fiscal year 
thereafter. 

(2) With the goal of identifying and expanding the number and type of 
available evidence-based programs, the department shall continue the 
ongoing research and evaluation of sound, theory-based and research-based 
programs and to that end the department may engage in and fund pilot 
programs as defined in this section. 

(c) The department shall include in any contract with a provider of services 
related to in-home visitation programs a provision requiring that the provider 
shall set forth a means to measure the outcome of the services. The measures 
must include, but not be limited to, the number of people served, the type of 
services provided, and the estimated rate of success of the population served. 

(d) The department of health, in conjunction with a representative of the 
Tennessee commission on children and youth, and with ongoing consultation of 
appropriate experts and representatives of relevant providers who are ap- 
pointed by the commissioner of health to provide such consultation, shall 
determine which of its current programs are evidence-based, research-based 
and theory-based, and shall provide a report of those findings, including an 
explanation of the support of those findings, to the governor, the health and 
welfare committee of the senate, the civil justice committee of the house of 
representatives and the judiciary committee of the senate by no later than 
January 1 of each year. The department of health shall also provide in its 
report the measurements of the individual programs, as set forth in subsection 


(c). 


History. 

Acts 2008, ch. 1029, §§ 1, 2; 2011, ch. 410, 
§ 3(ee); 2012, ch. 8738, §§ 1-3; 2013, ch. 236, 
§ 24; 2019, ch. 345, § 130; 2021, ch. 64, § 119. 


Amendments. 

The 2019 amendment substituted “the judi- 
ciary committee of the house of representa- 
tives” for “the civil justice committee of the 
house of representatives” in the first sentence 
of (d). 


The 2021 amendment substituted “civil jus- 
tice committee of the house of representatives” 
for “judiciary committee of the house of repre- 
sentatives” in (d). 


Effective Dates. 
Acts 2019, ch. 345, § 148. May 10, 2019. 
Acts 2021, ch. 64, § 1382. March 29, 2021. 


68-1-128. High volume prescribers of controlled substances — High- 
risk prescribers based on clinical outcomes. 


(a) No later than July 31, 2013, and at least annually thereafter but more 
often at the discretion of the commissioner, the department of health shall: 

(1)(A) Identify the top fifty (50) prescribers who have unique DEA numbers 
of controlled substances, other than buprenorphine formulations that 
have not received approval for pain applications from the federal food and 
drug administration, in the previous calendar year, or if implemented 
more frequently for the relevant time period as determined by the 
department, from the data available in the controlled substances database 
established pursuant to title 53, chapter 10, part 3; 
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(B) Identify the top twenty (20) prescribers who have unique DEA 
numbers of buprenorphine products or equivalent products in the previous 
calendar year, or if implemented more frequently for the relevant time 
period as determined by the department, from the data available in the 
controlled substances database established pursuant to title 53, chapter 
10, part 3. The department may organize the list of prescribers required by 
this subdivision (a)(1)(B) in any manner as may be appropriate to reflect 
levels of service, training, or other relevant factors by a healthcare 
provider. These factors may include, but not be limited to, whether the 
provider is board-certified; | 
(2) Send a letter through registered mail to each prescriber identified in 

subdivision (a)(1), and to the collaborating physician as found on the 

provider’s profile established in title 63, chapter 32 of each advanced practice 

registered nurse and each physician assistant identified in subdivision (a)(1) 

that notifies the prescribers and, where appropriate, the collaborating 

physician that the prescriber has been identified pursuant to subdivision 

(a)(1) and includes the following information: 

(A) The significant controlled substances prescribed by the prescriber; 

(B) The number of patients prescribed these controlled substances by 
the prescriber; 

(C) The total milligrams in morphine equivalents of controlled sub- 
stances prescribed during the relevant period of time; and 

(D) Any other relevant information sought by the department; and 
(3) If there is an active investigation against the prescriber or, where 

appropriate the collaborating physician on the lists of prescribers identified 

in subdivision (a)(1), the department is authorized to withhold any commu- 
nication required under this section until such time as charges are brought 
or the investigation is closed. 

(b)(1)(A) At the discretion of the department, each prescriber and each 
collaborating physician of an advanced practice registered nurse and 
physician assistant who appear on the lists of the top twenty (20) 
prescribers of buprenorphine products, the top fifty (50) prescribers of 
controlled substances in the state, and the top ten (10) prescribers of 
controlled substances in all of the counties combined having a population 
of less than fifty thousand (50,000), according to the 2010 federal census or 
any subsequent federal census in the relevant period of time shall submit 
to the department within fifteen (15) business days through registered 
mail or electronic mail an explanation justifying the amounts of controlled 
substances prescribed in the relevant period of time by the prescriber 
demonstrating that these amounts were medically necessary for the 
patients treated and that, for advanced practice registered nurses and 
physician assistants, the collaborating physician had reviewed and ap- 
proved the prescribing amounts. The department shall consider the 
prescriber’s specialty and the patients’ ages to make a determination as to 
whether the explanation of the prescriber and, where appropriate the 
collaborating physician for the prescribing habits of the prescriber of 
controlled substances is justifiable. 


15 DEPARTMENT OF HEALTH 68-1-128 


(B) The department is authorized to develop a model form to assist the 
prescriber and where appropriate the collaborating physician in complet- 
ing the explanation required by this subsection (b). 

(C) The department is authorized to contract with an expert reviewer to 
determine if the explanation is acceptable. Should charges ultimately be 
filed against the prescriber or, where appropriate the collaborating phy- 
sician any report of the expert reviewer shall be discoverable by the 
licensee. 

(2) If the department is not satisfied with any explanation by the 
prescriber or where appropriate a collaborating physician it shall communi- 
cate via registered mail such concerns to the prescriber and, if appropriate, 
the collaborating physician. The prescriber and, if appropriate, the collabo- 
rating physician shall have fifteen (15) business days to attempt to rectify 
the department’s stated concerns. 

(3) If the department remains unsatisfied after receiving a Meri eating 

pursuant to subdivision (b)(2), the department may submit its concerns to 
the member of the controlled substance database committee who represents 
the board which has licensed the individual. This member shall have access 
to all of the documents pertaining to the concerns of the department and the 
expert reviewer. If that member also believes that the explanations which 
have been provided are not sufficient to justify the prescribing pattern of the 
prescriber, the concerns may be forwarded to the department’s office of 
investigations. Investigations are conducted by the entity responsible for 
licensure of that prescriber. 
(c)(1) In addition to identifying prescribers pursuant to subsections (a) and 
(b), beginning July 1, 2017, and annually thereafter, the department shall 
identify high-risk prescribers based on clinical outcomes, including patient 
overdoses. The determination of which providers are high-risk prescribers, 
including the criteria to make such determination, shall be made by the 
department. Providers determined to be high-risk prescribers pursuant to 
this subdivision (c)(1) shall be subject to selected chart review and investi- 
gation by the department. 

(2) If a prescriber is identified as a high-risk prescriber pursuant to 
subdivision (c)(1), the department shall submit the high-risk prescriber’s 
information to the board that issued the prescriber’s license for appropriate 
action. 

(3) Upon receiving information pursuant to subdivision (c)(2), the licens- 
ing board shall notify the prescriber and, if applicable, the prescriber’s 
collaborating physician of the prescriber’s identification as a high-risk 
prescriber and, as applicable, require the prescriber to: 

(A) Participate in continuing education that is designed to inform 
providers about the risks, complications, and consequences of opioid 
addiction. The specific continuing education courses and number of hours 
to be completed by the prescriber shall be determined by the licensing 
board; 

(B) Make available, in the prescriber’s waiting room and clinic areas 
where the prescriber’s patient can view, educational literature that warns 
persons of risks, complications, and consequences of opioid addiction. The 
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specific literature to be made available pursuant to this subdivision 

(c)(3)(B) shall be determined by the department and made available on the 

department’s website; 

(C) Obtain written consent on a form that explains the risks of, 
complications of, medical and physical alternatives to, and consequences 
of opioid therapy and addiction to any patient who will receive opioid 
therapy’ for more than three (3) weeks with daily dosages of sixty (60) 
morphine milligram equivalents (MME) or higher. The consent shall 
include a certification from the patient that the patient understands the 
information. In order to continue to treat the patient, the provider must 
assure that the consent is signed by the patient and made part of the 
patient’s health record; and 

(D) Renew the consent described in subdivision (c)(3)(C) at four-week 

_intervals for patients who continue to receive opioid therapy. In order to 
continue to treat the patient, the provider must assure that the consent is 
signed by the patient and made part of the patient’s health record. 

(4) An identified high-risk prescriber must comply with the requirements 
set out in subdivision (c)(3) for a period of one (1) year from the time the 
provider was notified of the provider’s identification as a high-risk prescriber 
of opioids. Failure of a prescriber to comply with the requirements set out in 
subdivision (c)(3) shall be treated as an act constituting unprofessional 
conduct for which disciplinary action may be instituted under the authority 
of the board that issued the prescriber’s license. 

(5) All costs associated with this subsection (c) shall be paid by the 
identified provider. 

(6) Ifthe provider disputes the identification of the provider as a high-risk 
prescriber of opioids, the provider may request the department conduct an 
internal review of the identification, which shall: be done by the commis- 
sioner or the commissioner’s designee. Any such internal review is not 
subject to the provisions of title 4, chapter 5, part 3. 

(d) All data, reports and correspondence under this section shall be confi- 
dential and shall not be considered to be a public record for purposes of title 10, 
chapter 7. 

(e) All correspondence and reports can be used by the department’s office of 
investigations and/or the respective entity responsible for licensure to develop 
a disciplinary case against the prescriber and, where appropriate, the collabo- 
rating physician of an advanced practice registered nurse or physician assis- 
tant. 

(f) The failure of a prescriber or, where appropriate, a collaborating physi- 
cian to respond to the department’s request for information in a timely fashion 
may be a cause for disciplinary action by the prescriber’s, or where appropriate 
the collaborating physician’s licensing board, and may include a penalty of up 
to one thousand dollars ($1,000) per day for failure to respond or failure to 
respond in a timely manner. 

(g) All correspondence shall be maintained for five (5) years and kept 
organized by prescriber so that information on a prescriber who appears on 
multiple lists compiled pursuant to subsection (a) may be aggregated. 

(h)(1) After the completion of the study provided for in subdivision (i)(1), and 

no later than July 31 of each subsequent year, in consultation with the 
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controlled substance database, the department of health shall identify 
licensed prescribers whose prescribing patterns of controlled substances 
represent statistical outliers in addition to top prescribers and high-risk 
prescribers identified pursuant to this section. 

(2) The department of health shall inquire of the appropriate licensing 
board concerning any action taken against a prescriber identified by the 
department pursuant to subdivision (h)(1). Each board shall respond within 
thirty (30) days concerning the status of any action or lack of action against 
an identified prescriber. 

(3) Each board shall also report on the total numbers of prescribers 
disciplined each year and the general categories of discipline imposed on the 
prescribers, including consent agreements, as well as reasons for declining 
to exercise discipline. 

(4) The commissioner of health shall report a summary of the data 

concerning prescribers identified under this subsection (h), including a 
summary of any disciplinary action taken or pending by a licensing board 
against a prescriber, to the chairs of the health and welfare committee of the 
senate and the health committee of the house of representatives. 
(i)(1) On or before January 1, 2020, the comptroller of the treasury shall 
complete a study of the incidence of significantly statistically abnormal 
prescribing patterns by prescribers licensed under title 63 and the disciplin- 
ary response of the licensing boards to those prescribers. The comptroller 
shall report findings and recommendations of the study to the chairs of the 
health and welfare committee of the senate and the health committee of the 
house of representatives. 

(2) Notwithstanding any other state law, the department of health, the 
controlled substance database, and a licensing board of any prescriber of 
opioids shall disclose to the comptroller of the treasury any relevant 
information in order for the comptroller to complete this study from July 1, 
2018, through June 30, 2020. Any record that personally identifies a patient 
or a healthcare practitioner that is disclosed to the comptroller shall be 
confidential and shall not be disclosed as a public record at any time and 
shall not be subject to a subpoena. 


History. 

Acts 2013, ch. 396, § 3; 2015, ch. 476, § 1; 
2016, ch. 980, § 23; 2017, ch. 334, §§ 12-14; 
2017, ch. 483, § 1; 2018, ch. 610, §§ 37-40; 
2018, ch. 978, §§ 8-12. 


Compiler’s Notes. 

For the Preamble to the act relative to the 
relationship between physicians and advanced 
practice registered nurses, please refer to Acts 
2017, ch. 334. 


Amendments. 

The 2015 amendment added “in the state and 
the top ten (10) prescribers of controlled sub- 
stances in all of the counties combined having a 
population of less than fifty thousand (50,000) 
according to the 2010 federal census or any 
subsequent federal census” following “the top 


fifty (50) prescribers of controlled substances” 
in (b)(1)(A). 

The 2016 amendment substituted “advanced 
practice registered nurse” for “advanced prac- 
tice nurse” in the introductory language of 
(a)(2), in the first sentence of (b)(1)(A) and in 
(d); and substituted “advanced practice regis- 
tered nurses” for “advanced practice nurses” in 
the first sentence of (b)(1)(A). 

The 2017 amendment by ch. 334 substituted 
“collaborating physician or supervising physi- 
cian, as appropriate” for “supervising physi- 
cian” throughout; substituted “collaborating 
physician or physician supervisor, as appropri- 
ate,” for “physician supervisor” in the introduc- 
tory language of (a)(2); and substituted “col- 
laborating physician’s or supervising 
physician’s licensing board, as appropriate,” for 
“supervising physician’s, licensing board” in (e). 
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The 2017 amendment by ch. 483 added pres- 
ent (c) and redesignated the remaining subsec- 
tions accordingly. 

The 2018 amendment by ch. 610 in (a), de- 
leted “or supervising physician, as appropriate” 
preceding “as found on the provider’s profile” in 
(2) and preceding “on the list of prescribers “ in 
(3); deleted “or physician supervisor, as appro- 
priate” preceding “as found on the provider’s” in 
(2); deleted “or supervising physician, as appro- 
priate,” preceding “of an advanced practice” in 
(e); substituted “licensing board,” for “or super- 
vising physician’s licensing board, as appropri- 
ate” in (f). 

The 2018 amendment by ch. 978 added 
(a)(1)(B); in (a)(3), substituted “lists” for “list” 
preceding “of prescribers”; in (b)(1)(A), substi- 
tuted “on the lists of the top twenty (20) pre- 
scribers of buprenorphine products, the top fifty 
(50)*prescribers of controlled substances in the 
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state, and the top ten (10) prescribers” for “on 
the top fifty (50) prescribers of controlled sub- 
stances in the state and the top ten (10) pre- 
scribers” following “who appear”; and added (h) 
and (i). 


Effective Dates. 

Acts 2015, ch. 476, § 3. May 18, 2015. 

Acts 2016, ch. 980, § 25. July 1, 2016. 

Acts 2017, ch. 334, § 15. July 1, 2017. 

Acts 2017, ch. 483, § 4. June 6, 2017. 

Acts 2018, ch. 610, § 42. July 1, 2018. 

Acts 2018, ch. 978, § 15. July 1, 2018; pro- 
vided that for rulemaking purposes, the act 
took effect on May 21, 2018. 


Law Reviews. 

Defining the Opioid Crisis and the Limited 
Role of the Criminal Justice System Resolving 
It, 48 U. Mem. L. Rev. 1206 (Summer 2018). 


68-1-129. Optical examination waiver form for Alzheimer’s and de- 
mentia patients. 


(a) The department shall develop an optical examination waiver form to 
permit any patient diagnosed with Alzheimer’s disease, Alzheimer’s related 
dementia, or vascular dementia, to obtain lenses, spectacles, eye glasses, or 
optical devices using an expired prescription when such patient’s disease or 
dementia would preclude the patient from undergoing an optical examination. 
The department shall make such forms available on its web site. 

(b) Such optical examination waiver form shall be signed by a licensed 
physician who has determined: 

(1) The patient has Alzheimer’s disease, Alzheimer’s related dementia, or 
vascular dementia; 

(2) The symptoms of the disease or dementia significantly affect the 
patient’s ability to sit for an optical examination to obtain a new optical 
prescription; 

(3) The patient’s lenses, spectacles, eye glasses, or optical devices are lost, 
broken, or damaged to a degree that renders them unusable; and 

(4) The patient would derive significant benefit from replacement. 

(c) It is lawful for any optician, optometrist, or ophthalmologist licensed in 
this state to fill the most recent expired prescription for any lenses, spectacles, 
eye glasses, or optical devices for a patient; provided, that the prescription is 
filled once pursuant to an optical examination waiver form described in 
subsection (b). 


History. 
Acts 2014, ch. 683, § 1. 


Code Commission Notes. Acts 2014, ch. 881, 
§ 2 purported to enact §§ 68-1-129 and 68-1- 
130. Section 68-1-129 was previously enacted 
by Acts 2014, ch. 683, § 1; therefore, the enact- 


ments by Acts 2014, ch. 881, § 2 were desig- 
nated as §§ 68-1-130 and 68-1-131 by the code 
commission. 


Effective Dates. 
Acts 2014, ch. 683, § 2. July 1, 2014. 
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68-1-130. Development of plan to create apprentice program for use 
by licensing boards and commissions. 


(a) The boards and commissions created in title 63, in consultation with the 
division of health related boards, shall develop a plan to create an apprentice 
program for use by such boards and commissions. 

(b) The plan developed pursuant to subsection (a) shall include, but not be 
limited to, the subjects of: 

(1) Apprenticeship training; 

(2) Supervisory standards; 

(3) Occupational instruction; 

(4) Wages and benefits; 

(5) Licensure; and 

(6) The role of the division of health related boards in implementing and 
maintaining the program. 

(c) The apprentice plan shall be submitted to the speaker of the pee the 
speaker of the house of representatives, the government operations commit- 
tees of the senate and house of representatives, the commissioner of commerce 
and insurance, the commissioner of health, and the commissioner of labor and 
workforce development on or before December 31, 2014. 


History. ments by Acts 2014, ch. 881 § 2 were desig- 
Acts 2014, ch. 881, § 2. nated as §§ 68-1-130 and 68-1-131 by the code 


Code Commission Notes. Acts 2014, ch. 881 Peek? atta 

§ 2 purported to enact §§ 68-1-129 and 68-1- Effective Dates. 

130. Section 68-1-129 was previously enacted Acts 2014, ch. 881, § 3. May 1, 2014. 
by Acts 2014, ch. 683 § 1; therefore, the enact- 


68-1-131. Reports on existing apprenticeship programs of boards and 
commissions. 


Each of the boards and commissions created in title 63 that have statutorily 
created apprenticeship programs in effect as of July 1, 2014, or that previously 
had such programs in effect, shall submit a report to the persons and entities 
listed in § 68-1-130(c) on or before December 31, 2014, that includes: 

(1)(A) The reason the apprentice program was created; and 

(B) The reason the apprentice program is no longer in effect, if 
applicable; 
(2) Historical data on the apprentice program since its creation, 

including: 

(A) The number of persons participating in the program each year; and 

(B) Program outcomes, including the percentage of program partici- 
pants who have continued in their chosen fields; 
(3) A description of the apprentice program and its objectives; and 
(4)(A) The number of persons licensed in each profession regulated by such 
boards and commissions from July 1, 2009, to July 1, 2014; and 

(B) The number of persons employed in each profession regulated by 
such boards and commissions from July 1, 2009, to July 1, 2014. 


History. Code Commission Notes. Acts 2014, ch. 881 
Acts 2014, ch. 881, § 2. § 2 purported to enact §§ 68-1-129 and 68-1- 
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130. Section 68-1-129 was previously enacted Cross-References. 

by Acts 2014, ch. 683 § 1; therefore, the enact- Reporting requirement satisfied by notice to 
ments by Acts 2014, ch. 881 § 2 were desig- general assembly members of publication of 
nated as §§ 68-1-130 and 68-1-131 by the code report, § 3-1-114. 

commission. 


Effective Dates. 
Acts 2014, ch. 881, § 2. May 1, 2014. 


68-1-132. Development of tobacco prevention programs. 


Using a science and experience-based approach, the department of health 
shall develop and implement comprehensive tobacco prevention programs for 
this state. These programs shall include, when available, peer-reviewed and 
science-based educational materials on tobacco harm reduction and the 
comparative risks of alternative nicotine products, vapor products, smokeless 
tobacco products, cigarettes, and other combustible tobacco products. 


History. Effective Dates. 
Acts 2015, ch. 353, § 15. Acts 2015, ch. 353, § 16. July 1, 2015. 


68-1-133. Department of health website — Links to asthma prevention 
protocols. 


(a) The commissioner of health shall encourage public health organizations, 
the medical community, the department of education, the department of labor 
and workforce development, the department of general services, and other 
relevant stakeholders to examine the asthma prevention protocols posted on 
the web site of the National Heart, Lung and Blood Institute of the National 
Institutes of Health (NIH) and related information to assist the medical 
profession, schools, public venues, workplaces, and other relevant stakehold- 
ers, in making appropriate responses to assist in: 

(1) Diagnosing environmentally associated exacerbation of asthma in 
people with asthma; 

(2) Avoiding new asthma cases; 

(3) Better identifying and avoiding potential triggers so as to protect 
persons with these conditions; and 

(4) Reducing medical costs and lost work or school time. 

(b) On or before December 31, 2016, the commissioner shall include on the 
department of health web site the Internet links to the protocols identified in 
subsection (a), as existing asthma prevention protocols are helpful tools to 
better assist people affected by environmental illnesses and multiple chemical 
sensitivities. 


History. Effective Dates. 
Acts 2016, ch. 886, § 1. Acts 2016, ch. 886, § 2. April 27, 2016. 


68-1-134. Calculation of income for members of uniformed services for 
purposes of determining eligibility for supplemental food 
program. 


To the extent permitted by federal law, in calculating income for the purpose 
of determining eligibility for the special supplemental food program for 
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women, infants, and children, the department of health shall not include as 
income the basic allowance for subsistence (BAS) for applicants who are 
members of a uniformed service. 


History. Effective Dates. 
Acts 2016, ch. 950, § 1. Acts 2016, ch. 950, § 2. July 1, 2016. 


68-1-135. Performance of health maintenance tasks by paid personal 
aide. 


(a) For purposes of this section: 

(1) “Caregiver” means a person who is: 

(A) Directly and personally involved in providing care for a minor child 
or incompetent adult; and 

(B) The parent, foster parent, family member, friend, or legal guardian 
of such minor child or incompetent adult; 

(2) “Competent adult” means a person eighteen (18) years of age or older 
who has the capability and capacity to evaluate knowledgeably the options 
available and the risks attendant upon each and to make an informed 
decision, acting in accordance with the person’s own preferences and values. 
A person is presumed competent unless a determination to the contrary is 
made; 

(3) “Health maintenance task” means a healthcare task that: 

(A) A person without a functional disability or a caregiver would 
customarily and personally perform without the assistance of a licensed 
healthcare provider; 

(B) The person is unable to perform for the person’s own self due to a 
functional or cognitive limitation; 

(C) The licensed healthcare provider determines can be safely per- 
formed in the home for the person by a paid personal aide acting under the 
direction of a competent adult with a functional disability or caregiver; 

(D) Enables the person to maintain independence, personal hygiene, 
and safety in the person’s own home; and 

(E) Includes, but is not limited to, as determined by rule, administra- 
tion of glucometer tests, administration of eye or ear drops, nebulizer 
treatment, and ostomy care, including skin care and changing appliance; 
(4) “Home” means the dwelling in which the person resides, whether the 

person owns, leases, or rents such residence or whether the person resides in 
a dwelling owned, leased, or rented by someone else; 

(5) “Licensed healthcare provider” means the treating physician licensed 
under title 63, chapter 6 or 9, or a registered nurse; and 

(6) “Paid personal aide” is any person providing paid home care services, 
such as personal care or homemaker services, that enable the person 
receiving care to remain at home whether a paid personal aide is employed 
by the person receiving care, a caregiver, or by a contracted provider agency 
that has been authorized to provide home care services to that person. 

(b) Notwithstanding any law or rule to the contrary, a competent adult with 
a functional disability living in the adult’s own home or a caregiver acting on 
behalf of a minor child or incompetent adult living in the minor child’s or the 
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incompetent adult’s own home may choose to direct and supervise a paid 
personal aide in the performance of a health maintenance task subject to the 
aide having been taught as required by subsection (d). 

(c) Apaid personal aide may perform health maintenance tasks required by 
an individual receiving long-term supports and services and be paid to provide 
those tasks while performing services constituting home and community based 
long-term care, as defined in § 71-2-103, or under a private pay arrangement. 
Self-directidn of healthcare tasks by an individual receiving medicaid-reim- 
bursed home and community based long-term care services shall be provided 
pursuant to the Long-Term Care Community Choices Act of 2008, compiled in 
title 71, chapter 5, part 14. 

(d) If a licensed healthcare provider, after completing an assessment of an 
individual’s healthcare needs, determines health maintenance tasks can be 
performed by paid personal aides, the licensed healthcare provider shall 
evaluate the ability of the paid personal aide to perform the health mainte- 
nance task, teach the health maintenance task to the paid personal aide, 
ensure supervision of the paid personal aide, and re-evaluate the health 
maintenance task performed by the paid personal aide at regular intervals. 
The requirements for documentation of the training required by this subsec- 
tion (d) are to be determined by rule. 

(e) Alicensed healthcare provider acting with ordinary and reasonable care 
under the circumstances and within the protocols of the provider’s authority 
who has ordered treatment to be provided by a paid personal aide, shall not be 
individually liable for the negligence or intentional acts of such paid personal 
aide when such negligence or intentional acts are outside the scope of the 
health maintenance tasks to be performed. 


History. 
Acts 2017, ch. 349, § 1. 


Compiler’s Notes. 

Acts 2017, ch. 349, § 2 provided that the 
Tennessee commission on aging and disability 
shall, after consultation with the bureau of 
TennCare, the department of mental health 
and substance abuse services, the department 
of intellectual and developmental disabilities, 
AARP Tennessee, the Tennessee Disability Co- 


alition, and the Tennessee Association of Home 
Care, promulgate rules implementing this act. 
These rules shall be promulgated in accordance 
with the Uniform Administrative Procedures 
Act, compiled in Tennessee Code Annotated, 
title 4, chapter 5. 


Effective Dates. 

Acts 2017, ch. 349, § 3. January 1, 2018; 
provided, that for purpose of rule promulgation, 
the act took effect May 11, 2017. 


68-1-136. Needle and hypodermic syringe exchange program. 


(a) If approved by the department of health, a county or district health 
department pursuant to subsection (i) or any nongovernmental organization, 
including an organization that promotes scientifically proven ways of mitigat- 
ing health risks associated with drug use and other high-risk behaviors, may 
establish and operate a needle and hypodermic syringe exchange program. The 
objectives of the program shall be to do all of the following: 

(1) Reduce the spread of human immunodeficiency virus (HIV), acquired 
immunodeficiency syndrome (AIDS), viral hepatitis, and other bloodborne 
diseases in this state; 

(2) Reduce needle stick injuries to law enforcement officers and other 
emergency personnel; and 
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(3) Encourage individuals who inject drugs to enroll in evidence-based 
treatment. 

(b) Programs established pursuant to this section shall offer all of the 
following: 

(1) Disposal of used needles and hypodermic syringes; 

(2) Needles, hypodermic syringes, and other injection supplies at no cost 
and in quantities sufficient to ensure that needles, hypodermic syringes, and 
other injection supplies are not shared or reused. A program shall strive for 
one-to-one syringe exchanges. No public funds may be used by a nongovern- 
mental organization to purchase needles, hypodermic syringes, or other 
injection supplies; 

(3) Reasonable and adequate security of program sites, equipment, and 
personnel. Written plans for security shall be provided to the law enforce- 
ment offices with jurisdiction in the program location and shall be updated 
annually; , 

(4) Educational materials on all of the following: 

(A) Overdose prevention; 

(B) The prevention of HIV, AIDS, and viral hepatitis transmission; 

(C) Drug abuse prevention; 

(D) Treatment for mental illness, including treatment referrals; and 

(EZ) Treatment for substance abuse, including referrals for medication 
assisted treatment; | 
(5) Access to naloxone for the treatment of a drug overdose, or referrals to 

programs that provide access to naloxone for the treatment of a drug 
overdose; and 

(6) Personal consultations from a program employee or volunteer concern- 
ing mental health or addiction treatment as appropriate for each individual 
requesting services. 

(c)(1) It is an exception to the application of title 39, chapter 17, part 4, if an 
employee, volunteer, or participant of a program established pursuant to 
this section possesses any of the following: 

(A) Needles, hypodermic syringes, or other injection supplies obtained 
from or returned to a program established pursuant to this section; or 

(B) Residual amounts of a controlled substance contained in a used 

needle, used hypodermic syringe, or used injection supplies obtained from 
or returned to a program established pursuant to this section. 
(2)(A) The exception provided in this subsection (c) shall apply only if the 
person claiming the exception provides written verification that a needle, 
syringe, or other injection supplies were obtained from a needle and 
hypodermic syringe exchange program established pursuant to this sec- 
tion. For a participant in the program, this exception shall only apply to 
possession when the participant is engaged in the exchange or in transit 
to or from the exchange. 

(B) In addition to any other applicable immunity or limitation on civil 
hability, a law enforcement officer who, acting on good faith, arrests or 
charges a person who is thereafter determined to be entitled to immunity 
from prosecution under this section shall not be subject to civil liability for 
the arrest or filing of charges. 
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(3) In addition to any other applicable immunity or limitation on civil 
liability, a nongovernmental organization and an employee or volunteer of 
that organization are not subject to civil liability for establishing, operating, 
or participating in a program established pursuant to this section in the 
absence of gross negligence or willful, intentional, or malicious conduct. 

(d) Prior to commencing operations of a program established pursuant to 
this section and obtaining approval from the department of health as required 
by subsection (a), the county or district health department pursuant to 
subsection (i) or the nongovernmental organization shall report to the depart- 
ment of health all of the following information: 

(1) The legal name of the organization or agency operating the program; - 

(2) The areas and populations to be served by the program; and 

(3) The methods by which the program will meet the requirements of 
subsection (b). 

(e) Not later than one (1) year after commencing operations of a program 
established pursuant to this section, and every twelve (12) months thereafter, 
each county or district health department pursuant to subsection (i) or 
organization operating such a program shall report the following information 
to the department of health: 

(1) The number of individuals served by the program; 

(2) The number of needles, hypodermic syringes, and needle injection 
supplies dispensed by the program and returned to the program; 

(3) The number of naloxone kits distributed by the program; and 

(4) The number and type of treatment referrals provided to individuals 
served by the program, including a separate report of the number of 
individuals referred to programs that provide access to naloxone that is 
approved by the federal food and drug administration for the treatment of a 
drug overdose. 

(f) The department of health shall annually compile a report containing the 
information submitted to the department pursuant to subsection (e) and 
submit the report to the members of the general assembly. 

(g)(1) Except as otherwise provided in subdivision (g)(2), a program estab- 

lished pursuant to this section shall not conduct an exchange within two 

thousand feet (2,000’) of any school or public park. 

(2) A program established pursuant to this section shall not conduct an 
exchange within one thousand feet (1,000’) of any school or public park. This 
subdivision (g)(2) applies only to a: 

(A) County having a metropolitan form of government with a popula- 

tion of more than five hundred thousand (500,000), according to the 2010 

federal census or any subsequent federal census; and 

(B) Municipality with a population in excess of one hundred sixty-five 
thousand (165,000), according to the 2010 federal census or any subse- 
quent federal census. 

(h) The commissioner of health is authorized to promulgate rules to effec- 
tuate the purposes of this section. The rules shall be promulgated in accor- 
dance with the Uniform Administrative Procedures Act, compiled in title 4, 
chapter 5. 

(i) On a petition to a county health department under chapter 2, part 6 of 
this title, or a district health department under chapter 2, part 7 of this title, 
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by a county legislative body for the establishing and operating of a needle and 
hypodermic syringe exchange program in the petitioning county, the county or 
district health department may subsequently seek approval of the department 
of health under subsection (a) to establish and operate a needle and hypoder- 
mic syringe exchange program in the petitioning county. 

(j) Needle and hypodermic syringe exchange programs established under 
subsection (i) shall be funded entirely by the county legislative body making 


petition to the county or district health department. 


History. 
Acts 2017, ch. 413, § 1; 2018, ch. 649, § 1: 
2018, ch. 945, §§ 1-6. 


Compiler’s Notes. 

Acts 2017, ch. 418, § 2 provided that not- 
withstanding the act, which enacted this sec- 
tion, or the Uniform Administrative Procedures 
Act, compiled in Tennessee Code Annotated, 
Title 4, Chapter 5, any rule promulgated to 
implement the provisions of this act shall be 
provided to the chairs of the health committee 
of the house of representatives and the health 
and welfare committee of the senate by the 
secretary of state, after approval by the attor- 
ney general and reporter, at the same time the 
text of the rule is made available to the govern- 
ment operations committees of the senate and 
the house of representatives for purposes of 
conducting the review required by § 4-5-226 in 
order for the health committee of the house of 
representatives and the health and welfare 
committee of the senate to be afforded the 
opportunity to comment on the rule. 


For tables of population of Tennessee munici- 
palities, and for U.S. decennial populations of 
Tennessee counties, see Volume 13 and its 
supplement. 


Amendments. 

The 2018 amendment by ch. 649 added (g)(2); 
and added “Except as otherwise provided in 
subdivision (g)(2),” at the beginning of present 
(g)(1). 

The 2018 amendment by ch. 945 inserted “a 
county or district health department pursuant 
to subsection (i) or” in the first sentence of the 
introductory paragraph in (a); inserted “by a 
nongovernmental organization” in (b)(2); in- 
serted “the county or district health depart- 
ment pursuant to subsection (i) or” in the 
introductory language in (d); inserted “county 
or district health department pursuant to sub- 
section (i) or” in (e); and added (i) and Qj). 


Effective Dates. 
Acts 2017, ch. 418, § 3. May 18, 2017. 
Acts 2018, ch. 649 § 2. April 9, 2018. 
Acts 2018, ch. 945, § 7. July 1, 2018. 


68-1-137. Program established to provide access to voluntary revers- 
ible long-acting contraception. 


(a) As used in this section: 


(1) “Family planning centers” means health clinics that receive funding 


under the Title X program overseen by the United States department of 
health and human services, Pub. L. 91-572, as well as other health clinics 
that the commissioner of health finds are qualified and willing to perform 
comprehensive family planning services; and 

(2) “Voluntary reversible long-acting contraception” or “VRLACs,” also 
known as “long-acting reversible contraceptives” or “LARCs,” means 
highly effective methods of contraception that last for several years and 
are easy to use. VRLACs include, but are not limited to, intrauterine 
contraceptives and birth control implants. 
(b)(1) The department of health shall administer a program to improve 
access to VRLACs for women. 

(2) The program shall include: 

(A) Training for family planning centers regarding contraceptive 
methods, including VRLACSs, client-centered and non-coercive counsel- 
ing strategies, and managing side effects; 

(B) Training for all public health facilities to ensure that they are 
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qualified and able to provide forms of contraception, including VRLACs; 
(C) Assistance to family planning centers regarding administrative 
or technical issues such as coding, billing, pharmacy rules, and clinic 
management related to the provision of forms of contraception, includ- 
ing VRLACs and other methods; 
(D) General financial support to expand the capacity of family plan- 
ning tenters to provide VRLACs, to train and staff providers, and to 


keep supplies in stock and available for same-day access by patients; 

(E) Education and outreach to the public about the availability, 
effectiveness, and safety of contraception including VRLAC; 

(F) Education and outreach to the public to inform women about 
alternatives to abortion, including adoption services, and the numerous 
public and private agencies and services that are available to assist 

~ women during pregnancy and after the birth of the child; 

(G) Compiling a list of the contraceptive methods available for both 
over-the-counter and directly through pharmacies, as California and 


Oregon have done; and 


(H) Other services the commissioner of health deems necessary to 
improve access to comprehensive family planning options. 

(c) Implementation and the continuation of the program established in 

this section is subject to the availability of federal funds made available to 


the state for that purpose. 


History. 
Acts 2018, ch. 686, § 2. 


Compiler’s Notes. 

For Preamble to act concerning long-acting 
reversible contraceptives, please refer to Acts 
2018, ch. 686. 

Acts 2018, ch. 686, § 1 provided that the act, 
which enacted this section, shall be known and 
maybe cited as the “Long-Acting Birth Control 
Information Act.” 


Acts 2018, ch. 686, § 3 provided that the 
commissioner of health is authorized to pro- 
mulgate rules to effectuate the purposes of this 
act. The rules shall be promulgated in accor- 
dance with the Uniform Administrative Proce- 
dures Act, compiled in title 4, chapter 5. 


Effective Dates. 
Acts 2018, ch. 686, § 4. April 9, 2018. 


68-1-138. Prohibited offer or payment, or offer or solicitation, of 
commission for referral of patient or patronage with re- 
spect to alcohol or drug services. [Effective until July 1, 
2022. See the version effective on July 1, 2022.] 


(a) A healthcare facility or provider licensed under this title, with respect to 
alcohol and drug services, as defined in § 33-2-402, shall not knowingly: 

(1) Offer or pay a commission, benefit, rebate, kickback, or bribe, directly 
or indirectly, in cash or in kind, or engage in any split-fee arrangement, in 
any form whatsoever, to induce the referral of a patient or patronage to or 
from a licensee or facility licensed under title 33, chapter 2, part 4; 

(2) Solicit or receive a commission, benefit, rebate, kickback, or bribe, 
directly or indirectly, in cash or in kind, or engage in any split-fee arrange- 
ment, in any form whatsoever, in return for referring a patient or patronage 
to or from a licensee or facility licensed under title 33, chapter 2, part 4; 

(3) Solicit or receive a commission, benefit, rebate, kickback, or bribe, 
directly or indirectly, in cash or in kind, or engage in any split-fee arrange- 
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ment, in any form whatsoever, in return for the acceptance or acknowledg- 

ment of treatment from a licensee or facility licensed under title 33, chapter 

2, part 4; or 

(4) Aid, abet, advise, or otherwise participate in the conduct prohibited 

under subdivision (a)(1), (a)(2), or (a)(3). 

(b) Any healthcare facility or provider licensed under this title, with respect 
to alcohol and drug services, that violates this section is subject to suspension 
or revocation of the healthcare facility’s or provider’s license by the appropriate 
licensing board and the imposition of civil penalties as authorized under this 
title. 


History. Effective Dates. 
Acts 2018, ch. 855, § 3. Acts 2018, ch. 855, § 4. July 1, 2018. 


68-1-138. Prohibited offer or payment, or offer or solicitation, of 
commission for referral of patient or patronage with re- 
spect to alcohol or drug services. [Effective on July 1, 2022. 
See the version effective until July 1, 2022.] 


(a) A healthcare facility or provider licensed under this title, with respect to 
alcohol and drug services, as defined in $ 33-2-402, shall not knowingly: 

(1) Offer or pay a commission, benefit, rebate, kickback, or bribe, directly or 
indirectly, in cash or in kind, or engage in any split-fee arrangement, in any 
form whatsoever, to induce the referral of a patient or patronage to or from: 

(A) A licensee or facility licensed under title 33, chapter 2, part 4; or 

(B) A recovery residence, an employee of a recovery residence, a nation- 
ally recognized recovery residence standards organization or its affiliate, or 
an employee of a nationally recognized recovery residence standards 

organization or an employee of its affiliate under title 33, chapter 2, part 14; 

(2) Solicit or receive a commission, benefit, rebate, kickback, or bribe, 
directly or indirectly, in cash or in kind, or engage in any split-fee arrange- 
ment, in any form whatsoever, in return for referring a patient or patronage 
to or from: 

(A) A licensee or facility licensed under title 33, chapter 2, part 4; or 

(B) A recovery residence, an employee of a recovery residence, a nation- 
ally recognized recovery residence standards organization or its affiliate, or 
an employee of a nationally recognized recovery residence standards 

organization or an employee of its affiliate under title 33, chapter 2, part 14; 

(3) Solicit or recetve a commission, benefit, rebate, kickback, or bribe, 
directly or indirectly, in cash or in kind, or engage in any split-fee arrange- 
ment, in any form whatsoever, in return for the acceptance or acknowledg- 
ment of treatment from: 

(A) A licensee or facility licensed under title 33, chapter 2, part 4; or 

(B) A recovery residence, an employee of a recovery residence, a nation- 
ally recognized recovery residence standards organization or its affiliate, or 
an employee of a nationally recognized recovery residence standards 

organization or an employee of its affiliate under title 33, chapter 2, part 14; 

or 

(4) Aid, abet, advise, or otherwise participate in the conduct prohibited 
under subdivision (a)(1), (a)(2), or (a)(3). 
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(b) Any healthcare facility or provider licensed under this title, with respect 
to alcohol and drug services, that violates this section is subject to suspension 
or revocation of the healthcare facility’s or provider’s license by the appropriate 
licensing board and the imposition of civil penalties as authorized under this 


title. 


History. ‘ 
Acts 2018, ch. 855, § 3; 2021, ch. 309, § 8. 


Compiler’s Notes. 

For the Preamble to the act concerning the 
importance of recovery residences inthe treat- 
ment of substance use disorder, please see Acts 
2021, ch. 309. 

Acts 2021, ch. 309, § 1 provided that the act, 


Amendments. 

The 2021 amendment added the subdivision 
(a)(1)(A), (a)(2)(A), and (a)(3)(A) designations; 
added “or” at the end of (a)(1)(A), (a)(2)(A), and 
(a)(3)(A); and added (a)(1)(B), (a)(2)(B), and 
(a)(3)(B). 


Effective Dates. 
Acts 2018, ch. 855, § 4. July 1, 2018. 


which amended this section, shall be known 
and may be cited as the “Stopping Addiction 
and Fostering Excellence (SAFE) Act.” 


Acts 2021, ch. 309, § 10. July 1, 2022. 


68-1-139. Training program for certified nurse practitioners in treat- 
ing and processing minor who is victim of sexual offense. 


(a) As used in this section, “minor” means any person who has not attained 
eighteen (18) years of age. 

(b) The department of health may seek a federal grant from the federal 
department of health and human services’ health resources and services 
administration, or any other applicable entity, for the purpose of developing a 
training program for certified nurse practitioners in treating and processing a 
minor who is a victim of an offense described in § 39-13-5004, § 39-13-505, 
§ 39-13-506, § 39-13-509, § 39-13-518, § 39-13-522, § 39-13-527, § 39-13- 
531, or § 39-13-532. Participation in the training program must be free of 
charge for the certified nurse practitioner participants. 


History. 
Acts 2019, ch. 275, § 1. 


Compiler’s Notes. 

Acts 2019, ch. 275, § 2 provided that the 
commissioner of health is authorized to pro- 
mulgate rules to effectuate the purposes of the 


act. The rules must be promulgated in accor- 
dance with the Uniform Administrative Proce- 
dures Act, compiled in title 4, chapter 5. 


Effective Dates. 
Acts 2019, ch. 275, § 3. April 30, 2019. 


68-1-140. Inclusion of data related to complications of induced abor- 
tions in annual report of selected induced termination of 


pregnancy data. 


The department of health shall include data related to complications of 


induced abortions, including the number of complications and the types of 
complications, in its annual report of selected induced termination of preg- 
nancy data. The department shall not release any data pursuant to this section 
in a manner that could identify individual patients. 


History. 
Acts 2019, ch. 307, § 1. 


Effective Dates. 
Acts 2019, ch. 307, § 2. July 7, 2019; pro- 


vided that for purposes of promulgating rules 
the act took effect May 8, 2019. 
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68-1-141. Dementia education. 


(a) By January 1, 2022, the department of health, in collaboration with the 
bureau of TennCare, shall, as a part of its existing public health programs and 
services, educate healthcare professionals and public health practitioners on: 

(1) The importance of risk reduction, early detection, and timely diagnosis 
of cognitive impairment and dementia; 

(2) The use of validated cognitive assessment tools; and 

(3) Provision of effective care planning, including treatment options, 
support and services, long-term care options, advanced directives, and care 
coordination at all stages of dementia, including appropriate counseling and 
referral. 

(b) Using the State and Local Public Health Partnerships to Address 
Dementia Roadmap from the centers for disease control and prevention’s 
Healthy Brain Initiative, the department of health, in partnership with the 
commission on aging and disability, members of the state Alzheimer’s disease 
and related dementia advisory council, and the Tennessee Dementia Friendly 
Communities, shall in its existing relevant public health programs, including 
the Tennessee Dementia Friendly Communities initiative, continue to incor- 
porate information on: 

(1) Increasing understanding and awareness of Alzheimer’s disease and 
other dementias, including its links to chronic disease, such as vascular risk 
factors; 

(2) Early signs of Alzheimer’s disease and other dementias that should be 
discussed with healthcare professionals and the value of early detection and 
timely diagnosis; and 

(3) Increasing data and surveillance, encouraging additional data analy- 
sis, and encouraging accurate reporting on death certificates. 

(c) The department shall strive to provide uniform, consistent guidance in 
nonclinical terms, with an emphasis on cultural relevancy and health literacy, 
specifically targeting populations at higher risk for developing dementia in its 
public awareness and educational outreach programs. 


History. Effective Dates. 
Acts 2021,:ch..114, § 1. Acts 2021, ch. 114, § 2. April 18, 2021. 


68-1-142. Dissemination of information concerning health effects and 
dangers of using vapor products to students. 


(a) As used in this section: 

(1) “Junior high school” means a school in which any combination of 
grades corresponding to grade seven through grade ten (7-10) are taught; 
however, the school must include grade nine (9); 

(2) “Middle school” means a school designed to serve grades five through 
eight (5-8) only, or any combination of grades five through eight (5-8); 

(3) “Senior high school” means a school in which any combination of 
grades corresponding to grade nine through grade twelve (9-12) are taught; 
however, the school must include grade twelve (12); and 

(4) “Vapor product”: 
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(A) Means a noncombustible product containing nicotine or another 
substance that employs a mechanical heating element, battery, electronic 
circuit, or other mechanism, regardless of shape or size, that can be used 
to produce or emit vapor; 

(B) Includes an electronic cigarette, electronic cigar, electronic cigarillo, 
electronic pipe, or similar product, and a vapor cartridge or other con- 
tainer of a solution containing nicotine or another substance that is 
intended to be used with or in an electronic cigarette, electronic cigar, 
electronic cigarillo, electronic pipe, or similar product; and 

(C) Does not include a product regulated under Chapter V of the federal 
Food, Drug, and Cosmetic Act (21 U.S.C. § 351 et seq.). 

(b) The department of health, in coordination with the department of 
education, shall disseminate information from the centers for disease control 
and prevention concerning the health effects and dangers of using vapor 
products to students in public middle schools, public junior high schools, and 
public senior high schools in this state. 


History. Effective Dates. 
Acts 2021, chi167,/3°. Acts 2021, ch. 157, § 2. April 20, 2021. 
PART 2 
QUARANTINE 


68-1-201. Power to quarantine. 


(a) The commissioner has the power to: 

(1) Declare quarantine whenever, in the commissioner’s judgment, the 
welfare of the public requires it; and 

(2) Prescribe such rules and regulations as may be deemed proper for the 

prevention of the introduction of yellow fever, cholera and other epidemic 
diseases into the state. 
(b)(1) Whenever yellow fever, cholera, smallpox or other epidemic diseases 
appear in any locality within the state, and information thereof is brought to 
the knowledge of the department, the commissioner shall prepare and carry 
into effect such rules and regulations as, in the commissioner’s judgment, 
will, with the least inconvenience to commerce and travel, prevent the 
spread of the disease. 

(2) Whenever the commissioner determines that an influenza outbreak 
may pose a threat of an epidemic, the commissioner shall prepare and carry 
into effect rules and regulations that, in the commissioner’s judgment, will, 
with the least inconvenience to commerce and travel, prevent the spread of 
the disease. 

(c) As used in this part, “quarantine” means the limitation of a person’s 
freedom of movement, isolation of a person, or preventing or restricting access 
to premises upon which the person or the cause or source of a disease may be 
found, for a period of time as may be necessary to confirm or establish a 
diagnosis, to determine the cause or source of a disease, or to prevent the 
spread of a disease. 
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History. Amendments. 
Acts 1879, ch. 151, § 2; Shan., § 3096; impl. The 2021 amendment added (c). 
am. Acts 19238, ch. 7, § 46; Code 1932, § 5758; ‘ 
T.C.A. (orig. ed.), § 53-105; Acts 2006, ch. 588, Effective Dates. 
S22) 2021 eh. b50.'S 5. Acts 2021, ch. 550, § 7. May 26, 2021. 


PART 3 
DENTAL HYGIENE 


68-1-305. Comprehensive state oral health plan. 


(a) The commissioner of health is authorized to-develop a comprehensive 
state oral health plan. The plan may be used to direct skilled personnel and 
funding decisions in order to reduce the prevalence of oral disease. The plan 
may enable the state to compete more effectively for funding resources and 
opportunities. 

(b) The commissioner may develop the plan in consultation with public and 
private agencies, partners, and stakeholders, including the state oral health 
coalition and members of the public health, dental, and medical communities. 

(c) The plan may: 

(1) Include state-specific data; 

(2) Be maintained in a current and relevant form with updates every five 
(5) years; 

(3) Be distributed broadly to public partners and policymakers; and 

(4) Provide specific, measurable, achievable, relevant, and time-framed 
(S.M.A.R.T.) objectives. 

(d) The plan may also include: 

(1) A logic model; 

(2) A strong infrastructure; 

(3) Accessibility to current resources; 

(4) Identified knowledge gaps in resources and recommendations for 
eliminating those gaps; 

(5) Healthy People 2020 oral health objectives; 

(6) Identified priority populations and the burdens of oral disease; 

(7) Identified partners with the ability to leverage resources; 

(8) A communication plan for addressing new or emerging oral health 
knowledge specifically for: 

(A) Dental caries; 
(B) Water fluoridation; and 
(C) School-based or school-linked dental sealant programs; 

(9) Programs to address oral cancer and periodontal diseases; 

(10) Efforts to address infection control in dental settings; 

(11) Evaluation activities at the initiation of the planning process that 
involve recommendations for types of evaluation and plans for monitoring 
outcomes related to plan implementation; 

(12) Identified best practices for replication of program implementation; 
and 

(13) A proposal that identifies the process for updating the plan as 
required by this section. 
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History. Effective Dates. 
Acts 2016, ch. 968, § 1. Acts 2016, ch. 968, § 2. April 27, 2016. 
PART 4 
VACCINES 
68-1-403. Declaration of epidemic — Statewide collaborative phar- 


macy practice agreement. 


(a) As used in this section: . 

(1) “Chief medical officer” means the chief medical officer for the depart- 
ment of health; 

(2) “COVID-19” means the novel coronavirus, SARS-CoV-2, and corona- 
virus disease 2019, commonly referred to as COVID-19, including a muta- 
tion of SARS-CoV-2 or COVID-19; 

(3) “Vaccine” means a substance used to stimulate the production of 
antibodies and provide immunity against COVID-19, prepared from the 
causative agent of a disease, its products, or a synthetic substitute, treated 
to act as an antigen without inducing the disease, that is authorized or 
approved by the United States food and drug administration; and 

(4) “Vaccine administration training program” means a training program: 

(A) Approved by the Accreditation Council for Pharmacy Education 
(ACPE) related to vaccine administration; and 

(B) Includes hands-on injection technique, clinical evaluation of indica- 
tions and contraindications of vaccines, and the recognition and treatment 
of emergency reactions to vaccines. 

(b)(1) The commissioner has the power to declare an epidemic exists in this 
state. The declaration of an epidemic authorizes the chief medical officer to 
implement a statewide collaborative pharmacy practice agreement specific 
to vaccine dispensing and administration with a pharmacist licensed, and 
practicing, in this state for purposes of dispensing and administering a 
vaccine to this state’s vulnerable population. 

(2) A pharmacist licensed, and practicing, in this state is authorized to 
dispense and administer a vaccine pursuant to a statewide collaborative 
pharmacy practice agreement executed by the chief medical officer. 

(3) The statewide collaborative pharmacy practice agreement authorized 
by the chief medical officer must include, but is not limited to, the following 
requirements: 

(A) The vaccine or vaccines the agreement covers; 

(B) The identification of a required vaccine administration training 
program that the pharmacist must complete before administering a 
vaccine pursuant to the agreement; 

(C) Protocols for vaccine dispensation and administration; 

(D) A requirement that a pharmacist dispensing or administering a 
vaccine pursuant to the agreement hold a current certificate in basic 
cardiopulmonary resuscitation; 

(E) A requirement that a pharmacist dispensing or administering a 
vaccine pursuant to the agreement complete a minimum of two (2) hours 
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of ACPE-approved, immunization-related continuing pharmacy education 
during each license renewal period while authorized to dispense and 
administer a vaccine under the agreement; and 
(F) A requirement that a pharmacist dispensing or administering a 
vaccine pursuant to the agreement comply with recordkeeping and report- 
ing requirements, including, but not limited to: 
(i) Informing the patient’s primary care provider if the patient 
identifies a primary care provider; 
(ii) Submitting the required immunization information to Tennes- 
see’s vaccine registry; 
(iii) Complying with requirements related to reporting adverse 
events; and 
(iv) Reviewing the patient’s vaccine history, if any, through Tennes- 
see’s vaccine registry or other vaccination records prior to administering 
a vaccine. : 

(4) Before a pharmacist may enter into a statewide collaborative phar- 
macy practice agreement with the chief medical officer for the administra- 
tion of a vaccine, the pharmacist must have documentation of completing a 
vaccine administration training program required pursuant to subdivision 
(b)(3)(B). 

(5) Upon entering a statewide collaborative pharmacy practice agreement 
pursuant to this section, a pharmacist must maintain a copy of the 
agreement and documentation of completion of the vaccine administration 
training program on file at the pharmacist’s place of practice. The pharma- 
cist must make these documents available to the department of health upon 
request. 


History. Effective Dates. 
Acts 2021, ch. 346, § 1. Acts 2021, ch. 346, § 2. May 6, 2021. 
PART 5 


CONTROL AND PREVENTION OF DIABETES 


68-1-501. Identification of goals and benchmarks and development of 
agency plans. 


The bureau of TennCare, the department of health, and the department of 
finance and administration shall collaborate to identify goals and benchmarks 
while also developing individual agency plans to reduce the incidence of 
diabetes in this state, improve diabetes care, and control complications 
associated with diabetes. 


History. Effective Dates. 
Acts 2015, ch. 404, § 1. Acts 2015, ch. 404, § 2. July 1, 2015. 


68-1-502. Reports. 


The bureau of TennCare and the department of health shall jointly submit a 
report to the health committee of the house of representatives and the health 
and welfare committee of the senate by February 1 of each odd-numbered year 
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on the following: 

(1) The financial impact and reach diabetes of all types is having on the 
agency, the state, and localities. Items included in this assessment shall 
include the number of lives with diabetes impacted or covered by the entity, 
the number of lives with diabetes and family members impacted by preven- 
tion and diabetes control programs implemented by the entity, the financial 
toll or impact diabetes and its complications places on the program, and the 
financial toll or impact diabetes and its complications places on the program 
in comparison to other chronic diseases and conditions; 

(2) An assessment of the benefits of implemented programs and activities 
aimed at controlling diabetes and preventing the disease. This assessment. 
shall also document the amount and source for any funding directed to such 
agency from the general assembly for programs and activities aimed at 
reaching those with diabetes; 

~(3) Adescription of the level of coordination existing between the agencies 
on activities, programmatic activities, and messaging on managing, treat- 
ing, or preventing all forms of diabetes and its complications; and 

(4) The development or revision of detailed action plans for battling 
diabetes with a range of actionable items for consideration by the general 
assembly. The plans shall identify proposed action steps to reduce the impact 
of diabetes, prediabetes, and related diabetes complications. The plan shall 
also identify expected outcomes of the action steps proposed in the following 
biennium while also establishing benchmarks for controlling and preventing 
relevant forms of diabetes. The role of the department of health in develop- 
ing these plans shall be limited to primary prevention. 


History. Effective Dates. 
Acts 2015, ch. 404, § 1. Acts 2015, ch. 404, § 2. July 1, 2015. 


68-1-503. Applicability of requirements of part. 


The requirements of this part shall be limited to the diabetes information, 
data, initiatives, and programs within each agency prior to July 1, 2015, unless 
there is unobligated funding for diabetes in each agency that may be used for 
new research, data collection, reporting, or other requirements of this part. 


History. Effective Dates. 
Acts 2015, ch. 404, § 1. Acts 2015, ch. 404, § 2. July 1, 2015. 
PART 6 


STROKE BEST PRACTICES AND TREATMENT 
GUIDELINES TASK FORCE [EXPIRED] 


68-1-601 — 68-1-604. [Expired.] 


Compiler’s Notes. tices and treatment guidelines task force, ex- 
Former §§ 68-1-601 — 68-1-604 (Acts 2016, pired on June 30, 2021, by the terms of Acts 
ch. 678, § 1), concerning the stroke best prac- 2016, ch. 678, § 1. 
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PART 8 
PERINATAL AND NEONATAL CARE 


68-1-802. Development of plan for perinatal care. 


(a) The department is directed to develop a plan to establish a program for 
the diagnosis and treatment of certain life-threatening conditions present in 
the perinatal period. 

(b) The program shall assist pregnant women and their fetuses and new- 
born infants by developing a regionalized system of care, including highly 
specialized personnel, equipment, and techniques, that will decrease the 
existing high mortality rate, neonatal death rate, pre-term birth rate, and the 
lifelong disabilities that currently prevail in surviving newborn infants. 

(c) No programs shall be planned except those that are specifically funded 
by appropriations in the annual budget. 


History. mortality rate, neonatal death rate, pre-term 
Acts 1974, ch. 645, § 2; 1977, ch. 327, § 2; birth rate, and the lifelong disabilities” for 
T.C.A., § 53-128; Acts 2019, ch. 240, § 1. “high mortality rate and the life-long disabili- 
ties”. 
Amendmerts. 


The 2019 amendment, in (b), added acomma Effective Dates. 
following “equipment” and substituted “high Acts 2019, ch. 240, § 5. April 30, 2019. 


68-1-803. Appointment of advisory committee — Terms — Travel ex- 
penses. 


Compiler’s Notes. this section, terminates June 30, 2025. See 
The perinatal advisory committee, created by §§ 4-29-112, 4-29-246. 


68-1-804. Items to be considered for inclusion in program. 


The department, with the advice of the committee, shall, in developing the 
plan for this program, consider the feasibility of designing this program so as 
to: 

(1) Develop standards for determining eligibility for diagnosis and treat- 
ment under this program; 

(2) Assist in the regional development, expansion and maintenance of 
newborn centers, including purchase of equipment, for the diagnosis and 
treatment of high-risk pregnant women and their fetuses and newborn 
infants; 

(3) Extend financial assistance in order to provide diagnosis of and 
treatment for pregnant women and their fetuses and newborn infants, by 
providing necessary medical, surgical, hospital, outpatient clinic and ambu- 
latory services; 

(4) Develop a regional system or systems of rapid transportation and 
referral to the obstetrical and newborn centers from throughout the state for 
pregnant women and their fetuses and newborns who require life-sustaining 
care; 

(5) Develop or expand regional education and training activities to further 
facilitate meeting the intent of this part; 


68-1-805 HEALTH 36 


(6) Employ all necessary administrative personnel as may be provided in 
the budget to carry out this part; 

(7) Promulgate all rules and regulations necessary to effectuate the 
purposes of this part; 

(8) Develop or expand a communication/consultation system or systems; 

(9) In consultation with organizations representing state pediatric physi- 
cians, develop appropriate standards for the dissemination of information 
and educational material about conditions and diseases that commonly 
affect newborn infants, such as respiratory syncytial virus; and 

(10) Assist in the regional development, expansion, and maintenance of 
specialty level II birthing centers in every health region with certified 
obstetricians and pediatricians available who are trained in the prevention, 
early diagnoses, treatment, and stabilization of complications of pregnancy 
and childbirth. 


History. Effective Dates. 

Acts 1974, ch. 645, § 4; 1977, ch. 327, § 4; Acts 2019, ch. 240, § 5. April 30, 2019. 
T.C.A., § 53-130; Acts 2008, ch. 874, § 1; 2019, 
ch. 2402982: 


Amendments. 
The 2019 amendment added (10). 


68-1-805. Report regarding births involving neonatal abstinence syn- 
drome and opioid use by women of childbearing age. 


On or before January 15, 2018, the commissioner of health, in consultation 
with the perinatal advisory committee and with the assistance of relevant 
state agencies, shall report to the health committee of the house of represen- 
tatives and the health and welfare committee of the senate concerning the 
following aspects of births involving neonatal abstinence syndrome and opioid 
use by women of childbearing age for the last two (2) available fiscal years or 
calendar years, as may be available: 

(1) From data available to the bureau of TennCare, the number of births 
involving neonatal abstinence syndrome to enrollees in the TennCare 
program, the lengths of stay in a hospital for infants born with neonatal 
abstinence syndrome to enrollees in the TennCare program, and the costs to 
the program of those births; 

(2) From information available to managed care organizations participat- 
ing in the TennCare program, a description of any initiatives by the 
managed care organizations to address health outcomes, costs, and other 
issues raised by births involving neonatal abstinence syndrome and opioid 
use by women of childbearing age; 

(3) From data available to the department of health, and district and 
county health departments, the number of women with a substance abuse 
diagnosis involving opioid use who received family planning services and the 
number of those women who received long acting reversible contraceptives; 

(4) From data available to the department of children’s services, the 
number of cases involving investigations that included an infant born with 
neonatal abstinence syndrome, the number of such infants in custody of the 
department, and the number of visits made by the department to families 
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with an infant born with neonatal abstinence syndrome; and 

(5) From data available to the bureau of TennCare and the department of 
health, the number of cases in which the source of opiates in the mother of 
an infant born with neonatal abstinence syndrome can be reasonably 
associated with a substance prescribed to the mother. 


History. Effective Dates. 
Acts 2017, ch. 483, § 2. Acts 2017, ch. 483, § 4. June 6, 2017. 


68-1-806. Report on quality and outcomes in perinatal care. 


On or before March 1 of each year the bureau of TennCare, in consultation 
with the perinatal advisory committee and with the assistance of relevant 
state agencies, shall report to the health committee of the house of represen- 
tatives and the health and welfare committee of the senate concerning the 
following aspects of quality and outcomes in perinatal care for the last two (2) 
available fiscal years or calendar years, as may be available: 

(1) From information available to managed care organizations participat- 
ing in the TennCare program, a description of any initiatives by the 
managed care organizations to improve key performance indicators of 
perinatal care outcomes such as maternal deaths, neonatal and fetal 
perinatal deaths, and pre-term births; and 

(2) From vital statistical data available to the bureau of TennCare and the 
department, a determination of the effectiveness of managed care organiza- 
tions’ initiatives toward improving perinatal care outcomes to residents in 
each health region. 


History. Effective Dates. 
Acts 2019, ch. 240, § 3. Acts 2019, ch. 240 § 5. April 30, 2019. 
PART 11 


SUDDEN, UNEXPLAINED CHILD DEATH ACT 


68-1-1103. Implementation. 


In order to implement this part, the commissioner of health shall: 

(1) Promulgate rules and regulations in accordance with the Uniform 
Administrative Procedures Act, compiled in title 4, chapter 5, as may be 
necessary to obtain in proper form all information relating to the occurrence 
of a sudden, unexplained child death that is relevant and appropriate for the 
establishment of a reliable statistical index of the incidence, distribution and 
characteristics of cases of sudden, unexplained child death; 

(2) Promulgate rules and regulations in accordance with the Uniform 
Administrative Procedures Act that establish minimum standards for con- 
ducting and completing an investigation, including an autopsy if deemed 
necessary, into the sudden, unexplained death of any child from birth to age 
seventeen (17). Initial rules promulgated pursuant to this subdivision (2) are 
authorized to be promulgated as emergency rules, pursuant to § 4-5-208. In 
promulgating the rules, the commissioner may rely, in whole or in part, on 
any nationally recognized standards regarding such investigations. Compli- 
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ance with the rules shall make county governments eligible for reimburse- 
ment, to the extent authorized by those rules, of the costs of any autopsy 
deemed necessary; 

(3) Collect factual information from physicians, coroners, medical exam- 
iners, hospitals, and public health officials who have examined any child 
known or believed to have experienced sudden, unexplained death; provided, 
that no information shall be collected or solicited that reasonably could be 
expected to reveal the identity of the child; 

(4) Make information collected pursuant to subdivision (3) available to 
physicians, coroners, medical examiners, hospitals, public health officials, — 
and educational and institutional organizations conducting research as to 
the causes and incidence of sudden, unexplained child death; 

(5) Cause appropriate counseling services to be established and main- 
tained for families affected by. the occurrence of sudden infant death 
syndrome; 

(6) Conduct educational programs to inform the general public of any 
research findings that may lead to the possible means of prevention, early 
identification, and treatment of sudden infant death syndrome; and 

(7) Develop educational literature to inform the general public of the risks 
and prevalence of sudden infant death syndrome and other infant sleep- 
related deaths that are sometimes mislabeled as sudden infant death 
syndrome, so that such information may lead to the possible means of 
prevention. The commissioner shall make the literature set out in this 
subdivision (7) available on the department of health’s website. 


History. Effective Dates. 


Acts 2001, ch. 321, § 3; 2005, ch. 356, § 1; Acts 2018, ch. 667, § 2. April 12, 2018. 
2009, ch. 566, § 12; 2018, ch. 667, § 1. 


Amendments. 
The 2018 amendment added (7). 


PART 13 
DOWN SYNDROME INFORMATION ACT OF 2018 


68-1-1301. Short title. 


This part shall be known and may be cited as the “Down Syndrome 
Information Act of 2018.” 


History. part was enacted as part 18, in title 68, ch. 1, 
Acts 2018, ch. 773, § 1. §§ 68-1-1301 — 68-1-1304, by authority of the 


d . . ; 
Code Commission Notes. Acts 2018, ch. 773, Hoesen iy mee aa 


§ 1 purported to enact a new part 26 in title 68, Effective Dates. 
ch. 1, §§ 68-1-2601 — 68-1-2604; however, that Acts 2018, ch. 773, § 2. July 1, 2018. 


68-1-1302. Part definitions. 


As used in this part: 
(1) “Department” means the department of health; and 
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(2) “Down syndrome” means a chromosomal condition caused by an error 
in cell division that results in the presence of an extra whole or partial copy 
of chromosome 21. 


History. part was enacted as part 138, in title 68, ch. 1, 
Acts 2018, ch. 773, § 1. §§ 68-1-1301 — 68-1-1304, by authority of the 


d ission. 
Code Commission Notes. Acts 2018, ch. 773, fm OL 
§ 1 purported to enact a new part 26intitle68, Effective Dates. 
ch. 1, §§ 68-1-2601 — 68-1-2604; however, that Acts 2018, ch. 773, § 2. July 1, 2018. 


68-1-1303. Information regarding Down syndrome to be made avail- 
able. 


(a) The department shall, within existing resources, make available up-to- 
date, evidence-based information about Down syndrome. The online informa- 
tion must include: 

(1) Information regarding first-call programs; 
(2) Links to organizations providing information and resources related to 

Down syndrome; and 

(3) Other educational and support programs. 

(b) The department may make available this information on the depart- 
ment’s website. 

(c) The intent of this section is to make information available to individuals 
who render prenatal care, postnatal care, or genetic counseling to any person 
who has received a prenatal or postnatal diagnosis of Down syndrome. 


History. part was enacted as part 13, in title 68, ch. 1, 
Acts 2018, ch. 773, § 1. §§ 68-1-1301 — 68-1-1304, by authority of the 


d ission. 
Code Commission Notes. Acts 2018, ch. 773, pels Anette tic ipey 
§ 1 purported to enact a new part 26 in title68, Effective Dates. 
ch. 1, §§ 68-1-2601 — 68-1-2604; however, that Acts 2018, ch. 773, § 2. July 1, 2018. 


68-1-1304. Positive test result for Down syndrome — Information 
provided to expectant or new parent. 


(a) A healthcare provider who renders prenatal or postnatal care or a genetic 
counselor who renders genetic counseling may, upon receipt of a positive test 
result from a test for Down syndrome, provide the expectant or new parent 
with the information provided by the department under this part. 

(b) Nothing in this section creates a duty of care or other legal obligation 
beyond the requirements set forth in this section. 


History. part was enacted as part 13, in title 68, ch. 1, 
Acts 2018, ch. 773, § 1. §§ 68-1-1301 — 68-1-1304, by authority of the 


138 code commission. 
Code Commission Notes. Acts 2018, ch. 773, 
§ 1 purported to enact a new part 26 in title68, Effective Dates. 
ch. 1, §§ 68-1-2601 — 68-1-2604; however, that Acts 2018, ch. 773, § 2. July 1, 2018. 
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PART 18 
OFFICE OF WOMEN’S HEALTH ACT OF 2000 


68-1-1803. Purpose. 


The office of women’s health is designated for the following purposes: 

(1) To continue to educate and advocate for women’s health by establish- 
ing appropriate forums, programs, and initiatives designed to educate the 
public regarding women’s health issues with an emphasis on preventive 
health and healthy lifestyles; 

(2) To assist the commissioner in identifying, coordinating, and establish- 
ing priorities for programs, services, and resources the state should provide 
for women’s health issues and concerns relating to the reproductive, meno- 
pausal, and post-menopausal phases of a woman’s life with an emphasis on 
post-menopausal health; 

(3) To serve as a clearinghouse and resource for information on women’s 
health by maintaining a current list of applicable resources and referring 
persons to the proper locations for obtaining such information. Information 
shall include, but not be limited to, the following: 

(A) Diseases that significantly impact women, including heart disease, 
cancer, and osteoporosis; 

(B) Menopause; 

(C) Mental health; 

(D) Substance abuse; 

(E) Sexually transmitted diseases; and 

(F) Sexual assault and domestic violence; 

(4) To collect, classify, and analyze relevant research information and data 
conducted or compiled by the department or other entities in collaboration 
with the department, as well as to provide, except as prohibited by law, 
interested persons with information regarding research results; 

(5) To develop and recommend funding and program activities for educat- 
ing the public on women’s health initiatives, including, but not limited to, 
the following: 

(A) Health needs throughout a woman’s life; 

(B) Diseases which significantly affect women, including heart disease, 
cancer, and osteoporosis; 

(C) Access to health care for women; 

(D) Poverty and women’s health; 

(EK) The leading causes of morbidity and mortality for women; and 

(F) Special health concerns for minority women; 

(6) To make recommendations to the commissioner regarding programs 
that address women’s health issues for inclusion in the department’s annual 
budget and strategic planning; 

(7) To seek funding from various entities to carry out the purposes of this 
part; 

(8) To conduct public educational forums in conjunction with other public 
health events and conferences in the state to raise public awareness and 
educate citizens about women’s health issues; and 
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(9) To coordinate the activities and programs of the office with other 
entities that focus on women’s health or women’s issues. 


History. tuted “entities that focus on” for “entities, in- 
Acts 2000, ch. 954, § 4; 2017, ch. 326, § 5. cluding the state economic council on women, 
which focus on” in (9). 
Amendments. 


The 2017 amendment deleted “, including the Effective Dates. 
state economic council on women,” following Acts 2017, ch. 326, § 6. July 1, 2017. 
“conferences in the state” in (8); and substi- 


68-1-1804. Creation of advisory committee — Appointment of commit- 
tee members. 


Compiler’s Notes. on women’s health, created by § 68-1-1804, 
Act 2015, ch. 30, § 2 provided that, notwith- shall terminate and shall cease to exist upon 
standing § 4-29-112, the advisory committee March 27, 2015. 


PART 19 


STROKE CARE, EDUCATION, AND OUTREACH 
COLLABORATIVE 


68-1-1903. Statewide stroke database — Report. 


(a) The East Tennessee State University College of Public Health, in 
cooperation with the Tennessee stroke systems task force, shall maintain a 
statewide stroke database that compiles information and statistics on stroke 
care involving prevalence, mortality and performance metrics that align with 
the stroke consensus metrics developed and approved by the American Heart 
Association, centers for disease control and prevention and the joint commis- 
sion. The College of Public Health shall make aggregate data available to the 
public health community via an annual report. The College of Public Health 
shall support this data platform based on nationally available stroke registry 
tools that are based on nationally recognized, evidence-based guidelines. To 
every extent possible, the College of Public Health shall coordinate with 
national voluntary health organizations involved in stroke quality improve- 
ment to avoid duplication and redundancy. 

(b) Beginning in July 2017 and for each subsequent year, comprehensive 
stroke centers and primary stroke centers shall, and all other hospitals are 
encouraged to, report data quarterly consistent with nationally recognized 
stroke consensus measures on the treatment of individuals with confirmed 
stroke to the East Tennessee State University College of Public Health. 

(c)(1) This section shall not be construed as a medical practice guideline and 

shall not be used to restrict the authority of a hospital to provide services for 

which it has received a license to provide such services under state law. 
(2) This section shall not be construed to authorize any disclosure of 
information that would be prohibited pursuant to the federal Health 

Insurance Portability and Accountability Act of 1996 (HIPAA), compiled in 

42 U.S.C. § 1320d et seq. 

(3) The College of Public Health shall not disclose any hospital-specific 
information reported to it. 


68-1-2101 


History. 
Acts 2008, ch. 1186, § 2; 2017, ch. 5, § 1. 


Amendments. 

The 2017 amendment rewrote (b), which 
read: “(b) Beginning with calendar year 2009 
and for each subsequent calendar year, hospi- 
tals are encouraged to annually report the 
following information to the College of Public 
Health: 

“(1) The number of patients evaluated; 

“(2) The number of patients receiving acute 
interventional therapy; 

“(3) The amount of time from patient presen- 
tation to delivery of acute interventional 
therapy; 

“(4) Patient length of stay; 

“(5) Patient functional outcome; 

“(6) Patient morbidity; 

“(7) The number of deep vein thrombosis 
prophylaxes given; ‘9, 

“(8) The number of patients discharged on 
antiplatelet or antithrombotics, or both; 

“(9) The number of patients with atrial fibril- 
lation receiving anticoagulation therapy; 

“(10) The number of tissue plasminogen acti- 
vators (tPA) administered; 

“(11) The number of times antithrombotic 
medication was administered within forty- 
eight (48) hours of hospitalization; 
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“(12) The number of lipid profiles ordered 
during hospitalization; 

“(13) The number of screens for dysphagia 
performed; 

“(14) The number of times stroke education 
was provided; 

“(15) The number of times a smoking cessa- 
tion program was provided or discussed; 

“(16) The number of patients assessed for 
rehabilitation and whether a plan for rehabili- 
tation was considered; 

“(17) The number of emergency medical ser- 
vices (EMS) stroke patients transported to the 
facility; . 

“(18) The number of EMS stroke patients 
admitted to the hospital; 

“(19) The number of strokes by type, includ- 
ing ischemic, hemorrhagic, transient ischemic 
attack (TIA) or stroke of uncertain type; and 

“(20) The number of patients discharged on 
cholesterol reducing medications.” 


Effective Dates. 
Acts 2017, ch. 5, § 2. March 15, 2017. 


Attorney General Opinions. 

Disclosure of information reported to the 
Tennessee stroke database. OAG 10-57, 2010 
Tenn. AG LEXIS 57 (4/28/10). 


PART 21 


STATEWIDE PALLIATIVE CARE CONSUMER AND 
PROFESSIONAL INFORMATION AND EDUCATION 
PROGRAM [EXPIRED] 


68-1-2101 — 68-1-2104. [Expired.] 


History. 
Acts 2017, ch. 420, § 2; expired by Acts 2017, 
ch. 420, § 2 effective June 30, 2018. 


Code Commission Notes. Former part 21, 
§§ 68-1-2101 — 68-1-2106 concerned the state- 


wide palliative care consumer and professional 
information and education program and ex- 
pired pursuant to § 68-1-2104, effective June 
30, 2018. 


PART 23 
CHILD NUTRITION AND WELLNESS ACT OF 2006 


68-1-2302. Part definitions. 


As used in this part, unless the context otherwise requires: 


(1) [Deleted by 2014 amendment.] 


(2) “Commissioner” means the commissioner of health; 

(3) “Department” means the department of health; and 

(4) “Office” means the office of child nutrition and wellness in the 
department, which is created in § 68-1-2304. 
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History. 
Acts 2006, ch. 886, § 3; 2014, ch. 514, § 2. 


Amendments. 
The 2014 amendment deleted the definition 
of “advisory council” which read: “‘Advisory 


68-1-2303. [Repealed.] 


History. 
Acts 2006, ch. 886, § 4; repealed by Acts 
2014, ch. 514, § 3, effective March 6, 2014. 


68-1-2503 


council’ means an advisory council on child 
nutrition and wellness to be appointed by the 
commissioner;”. 


Effective Dates. 
Acts 2014, ch. 514, § 6. March 6, 2014. 


Compiler’s Notes. 
Former § 68-1-2303 concerned the advisory 
council on child nutrition and wellness. 


68-1-2304. Office of child nutrition and wellness. 


(a) The office of child nutrition and wellness shall be created in the 
department, but only upon sufficient funding being appropriated for the office. 
(b) The office shall perform the following functions: 
(1) Assist the commissioner in identifying and establishing priorities for 
programs, services, and resources to promote better child nutrition and 


wellness; 


(2) Serve as a clearinghouse for information on child nutrition and 


wellness; 


(3) Identify and recommend sources of funding for promotion of child 
nutrition and wellness and seek funding from the sources; 

(4) Make recommendations to the commissioner regarding programs that 
address child nutrition and wellness for inclusion in the department’s 


annual budget; and 


(5) Conduct public educational forums to raise public awareness about 


child nutrition and wellness issues. 


History. 
Acts 2006, ch. 886, § 5; 2014, ch. 514, § 4. 


Amendments. 
The 2014 amendment deleted “shall coordi- 
nate the meetings of the advisory council and” 


preceding “shall perform” in the introductory 
paragraph of (b). 


Effective Dates. 
Acts 2014, ch. 514, § 6. March 6, 2014. 


PART 25 


AUTISM SPECTRUM DISORDER TASKFORCE 
[REPEALED] 


68-1-2501 — 68-1-2503. Repealed. 


History. 
Acts 2014, ch. 1010, § 1; repealed by Acts 
2017, ch. 86, § 2, effective July 1, 2017. 


Compiler’s Notes. 

Acts 2017, ch. 86, § 3 provided that notwith- 
standing any law to the contrary, including 
§ 4-29-112, the autism spectrum disorder task- 


force created by Title 68, Chapter 1, Part 25, 
shall terminate on June 30, 2017. 

Former part 25, §§ 68-1-2501 — 68-1-2503, 
concerning the autism spectrum disorder task- 
force, is repealed by Acts 2017, ch. 86, § 2, 
effective July 1, 2017. 


68-2-601 HEALTH 44 


CHAPTER 2 
LOCAL HEALTH SERVICES 


Part 6. County Health Departments 


Section 

68-2-601. County board of health — Members — Powers and duties. 

68-2-603. Establishment of county health department — County health director — County health 
officer. 

68-2-609. Orders of county health officer. 


PART 6 
COUNTY HEALTH DEPARTMENTS 


68-2-601. County board of health — Members — Powers and duties. 


(a) The county legislative body of each county may establish a board of 
health. The board shall consist of the following: 

(1) The county mayor; 

(2) The director of schools or a designee appointed annually by the 
director; 

(3) Two (2) physicians licensed to practice in the state of Tennessee, who 
shall be nominated by the medical society serving that county; 

(4) One (1) dentist licensed to practice dentistry in the state of Tennessee, 
who shall be nominated by the dental society serving that county; 

(5) One (1) pharmacist licensed to practice in the state of Tennessee, who 
shall be nominated by the pharmaceutical society serving that county; 

(6) One (1) registered nurse licensed to practice in the state of Tennessee, 
who shall be nominated by the nurses association serving that county; 

(7) The county health director and the county health officer shall serve as 
ex officio members to the board, with the county health director serving as 
secretary to the board. In the absence of a duly appointed county health 
director, the county health officer shall serve as secretary. In the absence of 
the duly appointed county health officer, the commissioner of health or the 
commissioner’s designee shall serve in that capacity. The board shall elect a 
chair at its first meeting and annually thereafter. It is the duty of the chair 
to call all meetings of the board; 

(8) The county legislative body may, by resolution, provide for the election 
of a doctor of veterinary medicine as an additional member of the county 
board of health. The county legislative body may also, by resolution, provide 
for the election of a citizen representative as another additional member of 
the county board of health. The citizen representative shall not, at the time 
of such citizen representative’s election, previous to such citizen represen- 
tative’s election, nor during the term of such citizen representative’s office, 
be a health provider or the spouse of a health provider; and 

(9) In the event a nomination is not timely made, the county legislative 
body may proceed to elect an otherwise qualified member. 

(b) All members, except ex officio members, shall be residents of the county. 
In the event that the required members are not available from within the 
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county to serve on the board of health, the board would remain duly 
constituted. 

(c) The members shall be appointed by the county legislative body for a term 
of four (4) years. All vacancies shall be filled by the legislative body to serve the 
remainder of the unexpired term. A majority of the board shall constitute a 
quorum. 

(d) The county legislative body may remove an appointed member for cause. 

(e) In counties which fail to establish an active board of health pursuant to 
subsection (a), the commissioner of health may establish a health advisory 
committee to function as provided in § 68-2-802; however, the commissioner or 
the commissioner’s designee retains all powers and duties of the board of 
health. this 

(f) The powers and duties of county boards of health are to: 

(1) Govern the policies of full-time county health departments established 
in accordance with this chapter; | 

(2) Advise the county mayor on the enforcement of such rules and 
regulations as may be prescribed by the commissioner essential to the 
control of preventable diseases and the promotion and maintenance of the 
general health of the county; 

(3) Advise the county mayor on the adoption of rules and regulations as 
may be necessary or appropriate to protect the general health and safety of 
the citizens of the county; and 

(4) Require that an annual budget be prepared and, when this budget has 
been approved by the county board of health, submit the same to the county 
legislative body for consideration and subsequent provision of necessary 
funds to meet all obligations under the adopted budgets. 

(g) This part does not grant a county board of health the power to prohibit 
or regulate agriculture as defined in § 1-3-105. 

(h) County health departments shall not regulate agriculture as defined in 
§ 1-3-105, except as otherwise authorized under state law. 

(i) Any county that, on July 1, 1985, has a board of health meeting this 
section shall remain in existence without additional action on the part of the 
county legislative body, and any regulations adopted by this board prior to July 
1, 1985, shall remain in full force and effect. 


History. 

Acts 1985, ch.:172,, $ 1; 1999; ich.. 397; § +1; 
2003 ch. 90, § 2; Acts 2003, ch. 90, § 2; 2021, 
ch. 106;'91; 2021, ch. 550; $41 


Amendments. 

The 2021 amendment by ch. 106 added (g) 
and (h) and redesignated former (g) as present 
(i). 

The 2021 amendment by ch. 550 rewrote 
(f)(2) and (f)(3) which read: “(2) Through the 
county health director or the county health 
officer, or both, enforce such rules and regula- 
tions as may be prescribed by the commissioner 
essential to the control of preventable diseases 


and the promotion and maintenance of the 
general health of the county; 

“(3) Adopt rules and regulations as may be 
necessary or appropriate to protect the general 
health and safety of the citizens of the county. 
The regulations shall be at least as stringent as 
the standard established by a state law or 
regulation as applicable to the same or similar 
subject matter. Regulations of a county board of 
health supersede less stringent or conflicting 
local ordinances; and”. 


Effective Dates. 
Acts 2021, ch. 106, § 2. April 7, 2021. 
Acts 2021, ch. 550, § 7. May 26, 2021. 
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68-2-603. Establishment of county health department — County 
health director — County health officer. 


(a)(1) Each county shall establish a county health department which shall be 

headed by, and under the immediate direction of, a county health director. 

(2) The county health director shall be appointed by the commissioner of 
health or by the commissioner’s designee, act as the administrative officer of 
the county health department, take actions and make determinations 
necessary to properly execute the state department of health’s programs, 
and adequately enforce the rules and regulations established by the 
commissioner. 

(3) The county health director shall be a health professional who pos- 
sesses the necessary education and experience in public health administra- 
tion as determined by the state department of health and approved by the 
department of human resources. ' 

(4) The county health director shall have compensation paid, all or in 
part, by the state department of health. 

(5) If the county health director is a qualified physician, such county 
health director may also serve as a county health officer. 

(6) If the commissioner appoints a county health director pursuant to this 
subsection (a), the appointment shall be made by the commissioner in 
concurrence with the county mayor of the county for which the appointment 
is made. 

(b) It is the county health director’s duty to enforce the regulations of the 
state department of health. 

(c) The commissioner may appoint a county health officer responsible for 
providing medical direction including medical enforcement actions. The county 
health officer shall be a graduate doctor of medicine or osteopathy, schooled 
and experienced in public health work and licensed to practice in the state of 
Tennessee. The county health officer shall have compensation paid, all or in 
part, by the state department of health. 

(d) Any person who undertakes to hold the position of county health officer 
without being qualified as provided in this section commits a Class C 
misdemeanor. 

(e) In the absence of a duly-appointed county health officer, the commis- 
sioner or the commissioner’s designee shall appoint a physician who shall 
provide medical direction, including the authority outlined in § 68-2-609. 

(f) Except as provided in subsection (g), in the absence of an epidemic or 
immediate threat of an epidemic, any person who files with the county board 
of health a signed, written statement that a specific regulation pertaining to 
personal medical treatment conflicts with the person’s religious tenets and 
practices, affirmed under penalty of perjury, shall be exempted from the 
regulation. 

(g) This section does not apply to an immunization, vaccination, or injection 
for the SARS-CoV-2 virus or any variant of the SARS-CoV-2 virus. 


History. 2003, ch. 90, § 2; 2021, ch. 518, §§ 4, 5; 2021, 
Acts 1985, ch. 172, § 1; 1989, ch.'591, §-113; ch, 550 §§ 2, 3. 


47 VITAL RECORDS ACT OF 1977 68-2-609 


Amendments. Effective Dates. 

The 2021 amendment by ch. 513 in (f), added Acts 2021, ch. 513, § 8. May 25, 2021. 
“Except as provided in subsection (g),” to the Acts 2021, ch. 550, § 7. May 26, 2021. 
beginning of the paragraph and substituted 
“files” for “shall file”; and added (g). Attorney General Opinions. 

The 2021 amendment by ch. 550 deleted “and Requirement of local governments to provide 
the county board of health” from the end of police, fire, and medical services. OAG 10-03, 
(a)(2); and, in (b), deleted “the county board of 2010 Tenn. AG LEXIS 8 (1/19/10). 
health and” following “enforce the regulations 
of’ and deleted “in counties which fail to estab- 
lish a board of health” from the end. 


68-2-609. Orders of county health officer. 


The county health officer is empowered to order: - 

(1) The quarantine of any place or person, if the county health officer finds 
that quarantine is necessary to protect the public health from an epidemic; 

(2) The closure of any public establishment, facility or building if the 
county health officer finds unsanitary conditions of such a nature and extent 
to significantly threaten the public health; 

(3) The closure of any public establishment, facility or building, if the 
county health officer is otherwise authorized by law to take that action; or 

(4) Rules and regulations as are necessary or appropriate to protect the 
general health and safety of the county. 


History. Effective Dates. 
Acts 1985, ch. 172, § 1; 2021, ch. 550, § 4. Acts 2021, ch. 550, § 7. May 26, 2021. 
Amendments. 


The 2021 amendment added (4). 


CHAPTER 3 
VITAL RECORDS ACT OF 1977 


Part 1. Definitions and Administration 


Section 
68-3-103. Establishment of office of vital records — Rules and regulations — Enforcement — 
Registration districts — Seal. 


Part 2. Records — General Requirements 
68-3-206. Copies of records. 
Part 3. Births 


68-3-313. New certificate of birth — Sealing of documents. [Effective until July 1, 2022. See 
version effective on July 1, 2022.] 

68-3-313. New certificate of birth — Sealing of documents. [Effective on July 1, 2022. See version 
effective until July 1, 2022.] 

68-3-314. Notice to be provided to parent or legal guardian of newborn child regarding security 
freezes on records of individuals under 16 years of age. 


Part 5. Deaths 


68-3-502. Death registration. 

68-3-505. Reports of abortions — Information to be included. 

68-3-506. Authorization for final disposition of a dead fetus. 

68-3-509. Commemorative certificates of nonviable birth. 

68-3-512. Death determination and pronouncement by physician assistant. 


68-3-102- 


Section 


68-3-601. 
68-3-602. 
68-3-603. 
68-3-604. 
68-3-605. 
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Part 6. Maternal Mortality Review and Prevention Act of 2016 


Short title. 

Findings — Definitions. 

Maternal mortality review program. 

Maternal mortality review and prevention team. 
Composition of state team. 


68-3-606. Voting members — Vacancies. 

68-3-607. Duties of state team. 

68-3-608. Inspection of records — Meetings — Confidentiality requirements. 
68-3-609. Staff or consultants. 

68-3-610. Immunity. 

68-3-611. Maternal death investigations and reviews. 


68-3-612. 


Promulgation of rules. 


Part 7. Suicide Prevention Act of 2018 [Expired] 


68-3-701 — 68-3-703. [Expired.] 


PART 1 


DEFINITIONS AND ADMINISTRATION 


68-3-102. Chapter definitions. 


1. Mother. 


NOTES TO DECISIONS 
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“Mother” to be entered on the certificate of 


Trial court erred in prohibiting the Tennessee 
Department of Health from listing a surrogate 
as mother on the original birth certificate and 
to list the mother as “unknown” because the 
definition of “mother” for the purpose of com- 
pleting the birth certificate was the same as 
that used in preparing the standard birth cer- 
tificate promulgated by the National Center for 
Health Statistics. In re Adoption of Male Child 
A. F. C., 491 S.W.3d 316, 2014 Tenn. App. 
LEXIS 414 (Tenn. Ct. App. July 16, 2014), 
appeal denied, In re Adoption of A.F.C., — 
S.W.3d —, 2014 Tenn. LEXIS 985 (Tenn. Nov. 
20, 2014). 


live birth required by the Vital Records Act of 
1977 is the same as that used in preparing the 
standard certificate, i.e., the woman who deliv- 
ers the child; “mother” as used in the Act is the 
woman who produced the “live birth,” and us- 
ing the same definition of mother enables the 
state and federal governments to collaborate in 
pursuit of their respective goals. In re Adoption 
of Male Child A. F. C., 491 S.W.3d 316, 2014 
Tenn. App. LEXIS 414 (Tenn. Ct. App. July 16, 
2014), appeal denied, In re Adoption of A.F.C., 
—§$.W.3d —, 2014 Tenn. LEXIS 985 (Tenn. Nov. 
20, 2014). 


68-3-103. Establishment of office of vital records — Rules and regula- 
tions — Enforcement — Registration districts — Seal. 


The department shall: 


(1) Establish an office of vital records with suitable offices, which shall be 
properly equipped with fireproof vault and filing cases for the preservation of 
all official records made and received under this chapter or under the 


regulations of the department; 


(2) Make and amend, with the approval of the public health council 
[repealed], regulations necessary for the creation and efficient performance 
of an adequate system of vital records, and give instructions and prescribe 
forms for collecting, transcribing, compiling and preserving vital records; 

(3) Enforce this chapter and the regulations made pursuant to this 


chapter; 
(4) Provide a seal of office; 
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(5) Divide the state into vital records registration districts. The depart- 
ment may from time to time, as conditions justify, change their boundaries. 
The subdivisions of the state on July 1, 1977, shall be continued until 


changed by the department; and 


(6) Make and amend rules and regulations necessary for the tracking and 
disposition of an aborted fetus or aborted fetal tissue resulting from surgical 


abortions. 


History. 
Acts 977 uch, 1252.8. 3. "LOA 8. bo-403; 
Acts 2016, ch. 1003, § 3. 


Compiler’s Notes. 

Acts 2016, ch. 1003, § 7 provided that not- 
withstanding this act or the Uniform Adminis- 
trative Procedures Act, compiled in title 4, 
chapter 5, any rule promulgated to implement 
the provisions of this act shall be provided to 
the chairs of the health committee of the house 
of representatives and the health and welfare 
committee of the senate by the secretary of 
state, after approval by the attorney general 


and reporter, at the same time the text of the 
rule is made available to the government op- 
erations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for the health committee of the house of 
representatives and the health and welfare 
committee of the senate to be afforded the 
opportunity to comment on the rule. 


Amendments. 
The 2016 amendment added (6). 


Effective Dates. 
Acts 2016, ch. 1003, § 8. April 27, 2016. 


PART 2 
RECORDS — GENERAL REQUIREMENTS 


68-3-202. Content of certificates and reports — Evidence. 


NOTES TO DECISIONS 


1. Legal Mother. 

Issue presented by intended parents, who 
was the legal mother of a child conceived with 
an anonymously donated egg and carried by a 
gestational carrier for the benefit of the child’s 
genetic father and his wife who arranged for 
the child and conceived him with the intention 
to be his parents, was not proper for resolution 
because such an important and consequential 
issue had to be left for determination in a case 
that presented an actual, ongoing controversy 
or to the legislature. In re Adoption of Male 
Child A. F. C., 491 S.W.3d 316, 2014 Tenn. App. 


68-3-203. Amendment of records. 


Attorney General Opinions. 

Where designation of a person’s sex has been 
made on police booking sheets, warrants, and 
other court records in accordance with the 


68-3-206. Copies of records. 


LEXIS 414 (Tenn. Ct. App. July 16, 2014), 
appeal denied, In re Adoption of A.F.C., — 
S.W.3d —, 2014 Tenn. LEXIS 985 (Tenn. Nov. 
20, 2014). 

Surrogate mother, rather than the intended 
parent, was to be listed as the legal parent on 
the birth certificate of twin children because 
the children were born of the surrogate mother, 
pursuant to a surrogacy agreement, from an 
anonymously donated egg and the intended 
father’s sperm. In re Amadi A., — S.W.3d —, 
2015 Tenn. App. LEXIS 251 (Tenn. Ct. App. Apr. 
24, 2015). 


person’s birth certificate, those documents may 
not be altered as a result of sex-change surgery. 
OAG 14-70, 2014 Tenn. AG Lexis 72 (7/16/14). 


In accordance with § 68-3-205 and the regulations adopted pursuant to 


§ 68-3-205: 
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(1) The state registrar and other custodian or custodians authorized by 
the state registrar to issue certified copies shall, upon receipt of written 
application, issue a certified copy of a vital record in the state registrar’s or 
custodian’s custody or a part of the vital record to any applicant showing a 
direct and tangible interest in the vital record. Each copy issued shall show 
the date of registration and copies issued from records marked “delayed” and 
“amended” shall be similarly marked and show the effective date. All forms 
and procedures used in the issuance of certified copies of vital records in this 
state shall be approved or provided by the state registrar; 

(2) Acertified copy of a vital record or any part of the vital record, issued 

in accordance with subdivision (1), shall be considered for all purposes the 
same as the original and shall be prima facie evidence of the facts stated in 
the vital record; 
~ (3) The federal agency responsible for national vital statistics may be 
furnished copies or data from the system of vital records it may require for 
national statistics; provided, that the federal agency shares in the cost of 
collecting, processing and transmitting the data; and provided further, that 
the data shall not be used for other than statistical purposes by the federal 
agency, unless so authorized by the state registrar; 

(4) Federal agencies, the state of Tennessee, Tennessee courts and mu- 
nicipal and county law enforcement agencies, upon official request, may be 
furnished verification of information for statistical or administrative pur- 
poses upon such terms or conditions as may be prescribed by regulation; 
provided, that the copies or information shall not be used for other than the 
purpose for which it was requested, unless so authorized by the state 
registrar; 

(5)(A) The state registrar may, by agreement, transmit transcripts of 
records and other reports required by this chapter to offices of vital records 
outside this state, when the records or other reports relate to residents of 
those jurisdictions or persons born in those jurisdictions. The agreement 
shall require that the transcripts be used for statistical and administra- 
tive purposes only as specified in the agreement. Any agreement shall 
provide that the transcripts shall not be retained by the other jurisdiction 
for more than two (2) years from the date of the event or after the 
statistical tabulation has been accomplished, whichever time period is 
shorter; 

(B) Transcripts received from other jurisdictions by the office of vital 
records in this state shall be handled in the same manner as prescribed in 
subdivision (5)(A); 

(6)(A) The department of health shall implement a pilot program to 

authorize, but not require, county clerks to issue certified copies of 

computer abstract birth certificates to walk-in customers pursuant to this 
subdivision (6). The program shall only be implemented in one (1) site 
within a county. 

(B) County clerks may issue certified copies of birth certificates, which 
copies shall have the force and effect of certified copies issued by the office 
of vital records. The state registrar may promulgate regulations or 
emergency rules as may be necessary to effectuate this subdivision (6), 
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including, but not limited to, rules governing the issuance, inventories, 
and security and confidentiality standards of the birth certificates or 
certified copies or both, in accordance with the Uniform Administrative 
Procedures Act, compiled in title 4, chapter 5. 

(C) The department shall provide state security paper for issuing copies 
of birth certificates pursuant to this section. The county clerk shall be 
responsible for all other expenses including, but not limited to, connectiv- 
ity, hardware and direct cost of training staff; provided, however, that each 
county clerk is authorized to charge a reasonable fee in addition to the fee 
established by regulations and paid to the department to defray any 
reasonable costs associated with issuing the certificates. From the pro- 
ceeds collected from the fee established by regulations, the county clerk 
shall remit to the department the portion of the fee due the state and shall 
remit to any local health department located within the county the portion 
of the fee due such local health department in the manner prescribed by 
contract. 

(D) County clerks and the department may utilize existing T-carrier 
signaling schemes for the purpose of transmitting data. 

(EK) [Deleted by 2014 amendment.] 

(7) Local health departments in counties with a population of two hun- 
dred fifty thousand (250,000) or greater, according to the 1970 federal census 
or any subsequent federal census, may issue copies of birth certificates, 
which copies shall have the force and effect of certified copies issued by the 
office of vital records. The local health departments in those counties are 
designated as branch offices of the central office of vital records for the 
purpose of issuance of copies of birth certificates only, but not for the purpose 
of alteration of birth certificates; 

(8) Local health departments may issue copies of death certificates, which 
copies have the force and effect of certified copies issued by the office of vital 
records; and 

(9) No person shall prepare or issue any certificate that purports to be an 
original, certified copy, or copy of a vital record, except as authorized in this 
chapter or regulations adopted pursuant to this chapter. 


History. 

Acts 1977, ch. 128, § 24; T.C.A., § 53-426; 
Acts 2007, ch. 282;:88. 1,2; 2010; ch: 712; § 1; 
2014, ch. 637, $§ 1) 2. 


Amendments. 

The 2014 amendment, in (6), deleted the 
former second sentence in (A) which read: “The 
pilot program shall exist only for four (4) years, 
through the end of fiscal year 2013-2014.” and 
deleted former (E) which read: “Such pilot pro- 
gram shall apply only in counties having a 
population in excess of three hundred thousand 
(300,000), according to the 2000 federal census 
or any subsequent federal census, and in coun- 


ties having the following populations, according 
to the 2000 federal census or any subsequent 
federal census: 


not less than nor more than 


17,600 17,675 
49,000 49,100 
51,200 51,300 
58,100 58,200 
71,100 71,200 
71,300 71,400 
105,800 105,900” 


Effective Dates. 
Acts 2014, ch. 637, § 3. April 4, 2014. 


68-3-301- 
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PART 3 
BIRTHS 


68-3-301. Registration generally — Attestation to accuracy of data. 


NOTES TO DECISIONS 


1 Mother. 
Trial court erred in prohibiting the Tennessee 
Department of Health from listing a surrogate 


as mother on the original birth certificate and - 


to list the mother as “unknown” because the 
definition of “mother” for the purpose of com- 
pleting the birth certificate was the same as 
that used in preparing the standard birth cer- 
tificate promulgated by the National Center for 
Health Statistics. In re Adoption of Male Child 
A. F. C., 491 S.W.3d 316, 2014 Tenn. App. 
LEXIS 414 (Tenn. Ct. App. July 16, 2014), 
appeal denied, In re Adoption of A.F.C., — 
S.W.3d —, 2014 Tenn. LEXIS 985 (Tenn. Nov. 
20, 2014). 

“Mother” to be entered on the certificate of 
live birth required by the Vital Records Act of 
1977 is the same as that used in preparing the 
standard certificate, i.e., the woman who deliv- 


ers the child; “mother” as used in the Act is the 
woman who produced the “live birth,” and us- 
ing the same definition of mother enables the 
state and federal governments to collaborate in 
pursuit of their respective goals. In re Adoption 
of Male Child A. F. C., 491 S.W.3d 316, 2014 
Tenn. App. LEXIS 414 (Tenn. Ct. App. July 16, 
2014), appeal denied, In re Adoption of A.F.C., 
—§.W.3d —, 2014 Tenn. LEXIS 985 (Tenn. Nov. 
20, 2014). 

Surrogate mother, rather than the intended 
parent, was to be listed as the legal parent on 
the birth certificate of twin children because 
the children were born of the surrogate mother, 
pursuant to a surrogacy agreement, from an 
anonymously donated egg and the intended 
father’s sperm. In re Amadi A., — S.W.3d —, 
2015 Tenn. App. LEXIS 251 (Tenn. Ct. App. Apr. 
24, 2015). 


68-3-302. Birth inside institution — Establishing paternity — Ac- 
knowledgment of paternity — Report. 


NOTES TO DECISIONS 


1. Intestate Succession. 

Trial court properly ruled that a child was an 
heir-at-law of the decedent, who died intestate, 
because the inclusion of the decedent’s name on 
the child’s birth certificate evinced the execu- 
tion of a voluntary acknowledgment of pater- 


nity that constituted a legal finding of pater- 
nity; therefore, the child’s portion of the estate 
vested in him immediately upon the decedent’s 
death. In re Estate of Davis, — S.W.3d —, 2016 
Tenn. App. LEXIS 235 (Tenn. Ct. App. Mar. 30, 
2016). 


68-3-305. Father’s name on birth certificate — Surname of child. 


Attorney General Opinions. 
Surname entered on birth certificate. OAG 
14-75, 2014 Tenn. AG LEXIS 79 (8/14/14). 
T.C.A. § 68-3-305, which restricts the sur- 
names that may be placed on a child’s birth 


certificate at the time of the child’s birth, does 
not violate the First Amendment to the U.S. 
Constitution. OAG 16-38, 2016 Tenn. AG 
LEXIS 38 (9/21/2016). 


NOTES TO DECISIONS 


ANALYSIS 


Best Interest. 
Intestate Succession. 
Acknowledgement. 
Name Change. 


acl all 


1. Best Interest. 

Trial court did not err in declining to change 
a nonmarital child’s surname to that of the 
father because the father’s desire to form a 
“concrete bond” with the child and his specula- 
tive concern about possible “difficulty or embar- 
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rassment” for the child did not show that 
changing the surname was in the child’s best 
interest; the trial court found that keeping the 
mother’s surname was in the child’s best inter- 
est because there was a degree of community 
respect associated with the child’s present 
name. In re Jacob H.C., — S.W.3d —, 2013 
Tenn. App. LEXIS 751 (Tenn. Ct. App. Nov. 20, 
2013). 

Trial court erred in changing the child’s sur- 
name from the mother’s surname to the father’s 
as he failed to carry his burden of proof showing 
that changing the child’s surname was in her 
best interest because he failed to pay child 
support until the State filed an action for sup- 
port on behalf of the mother, was not present at 
the child’s birth, and did not contribute to the 
mother’s prenatal or birth expenses; there was 
nothing in the record to support the trial court’s 
conclusion that changing the child’s surname 
would enhance her relationship with either 
parent; and the parties agreed that the moth- 
er’s surname and the father’s surname were 
equally respected in the community, and the 
child clearly had no preference at six months of 
age. In re Mattie H., — S.W.3d —, 2015 Tenn. 
App. LEXIS 290 (Tenn. Ct. App. Apr. 30, 2015). 

It was not error to deny a father’s petition to 
change his nonmarital child’s surname by de- 
leting the mother’s surname and replacing it 
with the father’s surname because the father 
did not meet his burden to show the change was 
in the child’s best interest, as he merely said 
the child’s name should reflect “his heritage on 
both sides,” which was insufficient, as there 
was no proof (1) changing the child’s surname 
would affect the child’s relationship with either 
parent, (2) that either the surname of the 
mother or of the father maintained a higher 
degree of respect than the other or (3) that 
using the father’s surname would be more 
beneficial to the child than using the mother’s 
surname, and (4) the father did not show the 
child would encounter difficulties or be subject 
to harassment or embarrassment if the child 
used the mother’s surname. In re Joseph H., — 
S.W.3d —, 2015 Tenn. App. LEXIS 684 (Tenn. 
Ct. App. Aug. 25, 2015), appeal denied, — 
S.W.3d —, 2015 Tenn. LEXIS 1054 (Tenn. Dec. 
10, 2015). 

Father failed to prove that it was in the 
child’s best interest to change his surname to 
that of the father rather than the mother where 
the child preferred his current surname, the 
mother and school personnel testified that his 
present surname was respected in the commu- 
nity, and the child had held his surname for 
over 11 years. Nelson v. Justice, — S.W.3d —, 
2019 Tenn. App. LEXIS 35 (Tenn. Ct. App. Jan. 
25, 2019), appeal denied, — S.W.3d —, 2019 
Tenn. LEXIS 480 (Tenn. Sept. 18, 2019). 

Trial court did not err in denying the father’s 
petition to change the surnames of his minor 
children because, although the father’s pater- 
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nity had been established, the evidence did not 
preponderate against the trial court’s findings 
or against its ultimate conclusion that the fa- 
ther failed to meet his burden to show that a 
name change was in the children’s best inter- 
ests as the trial court weighed the evidence and 
the relevant factors in reaching its findings 
that the children were accustomed to their 
current surname; that the children would not 
be embarrassed if their name was not changed; 
and that it was just as likely that the children 
would be embarrassed if their name was not 
the same last name as their mother. Millmeyer 
v. Whitten, —_S.W.3d —, 2019 Tenn. App. 
LEXIS 543 (Tenn. Ct. App. Nov. 7, 2019). 

Trial court erred in changing the surname of 
a child from the surname of the unmarried 
mother to the father’s surname because there 
was no evidentiary support for the court’s find- 
ing that changing the child’s surname was in 
the child’s best interest. There was no evidence 
that a felony conviction by the mother’s half- 
sibling had caused the mother’s family name to 
lose respect in the community, while the court’s 
intent to discourage the mother from future 
interference in the father’s relationship with 
the child was insufficient. Knipper v. Enfinger, 
— §.W.3d —, 2020 Tenn. App. LEXIS 393 
(Tenn. Ct. App. Aug. 31, 2020). 


2. Intestate Succession. 

Trial court properly ruled that a child was an 
heir-at-law of the decedent, who died intestate, 
because the inclusion of the decedent’s name on 
the child’s birth certificate evinced the execu- 
tion of a voluntary acknowledgment of pater- 
nity that constituted a legal finding of pater- 
nity; therefore, the child’s portion of the estate 
vested in him immediately upon the decedent’s 
death. In re Estate of Davis, — S.W.3d —, 2016 
Tenn. App. LEXIS 235 (Tenn. Ct. App. Mar. 30, 
2016). 


3. Acknowledgement. 

Although, in its 1994 amendment to the Vital 
Records Act of 1977, T.C.A. § 68-3-305(b), the 
Legislature did not use the specific term “vol- 
untary acknowledgment of paternity” that it 
used in T.C.A. § 24-7-113, the Legislature in- 
tended the “sworn acknowledgment” or “affida- 
vit” contemplated in § 68-3-305(b) to receive 
the legal status of a § 24-7-113 voluntary ac- 
knowledgment of paternity. In re Estate of 
Davis, — S.W.3d —, 2016 Tenn. App. LEXIS 
235 (Tenn. Ct. App. Mar. 30, 2016). 

With the enactment of T.C.A. § 24-7-113, the 
“affidavits” that had previously been executed 
under the Vital Records Act of 1977, T.C.A. 
§ 68-3-305(b), are given the status of voluntary 
acknowledgments of paternity constituting a 
legal finding of paternity and are entitled to full 
faith and credit in any judicial proceeding. In re 
Estate of Davis, — S.W.3d —, 2016 Tenn. App. 
LEXIS 235 (Tenn. Ct. App. Mar. 30, 2016). 


68-3-306 


4. Name Change. 

Trial court erred in changing the child’s sur- 
name to the father’s surname because there 
was no evidence that changing the child’s sur- 
name would improve the relationship between 
the child and the father. Howell v. Smithwick, 
— §.W.3d —, 2017 Tenn. App. LEXIS 71 (Tenn. 
Ct. App. Feb. 1, 2017). 


Trial court did not err in changing the child’s | 


surname to a hyphenated named comprised of 
both the father’s and mother’s surnames given 
the provisions of T.C.A. § 68-3-305(b)(1), and 
the fact that the trial court correctly articulated 
the standard and carefully walked through 
each of the factors. In re Jalen O-H, — S.W.3d 
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—, 2017 Tenn. App. LEXIS 212 (Tenn. Ct. App. 
Mar. 29, 2017). 

Juvenile court erred in granting the father’s 
request to change the child’s surname to a 
hyphenated version of both parents’ surnames 
where the only relevant testimony concerned 
the father’s preference, and while the court 
could take judicial notice that the child had her 
original surname for seven years at the time of 
the hearing, the facts necessary to establish 
any of the other factors were not the proper 
subject of judicial notice. In re McKenzie Z., — . 
S.W.3d —, 2018 Tenn. App. LEXIS 162 (Tenn. 
Ct. App. Mar. 27, 2018). 


68-3-306. Birth from artificial insemination. 


Law Reviews. 

New-Age Babies and Age-Old Laws: The 
Need for an Intent-Based Approach in Tennes- 
see to Preserve Parent-Child Succession for 
Children of Assisted Reproductive Technology 
(Jane Marie Lewis), 43 U. Mem. L. Rev. 479 
(2012), 


Note: You Are Not the Father! — Parental 
Liabilities and Rights of Sperm Donors in Ten- 
nessee, 47 U. Mem. L. Rev. 597 (2016). 

The Art of Having Three Biological Parents, 
50 Tenn. B.J. 36 (2014). 


NOTES TO DECISIONS 


ANALYSIS 


2: Legal Mother. 
ae Construction. 


2. Legal Mother. 

Surrogate mother, rather than the intended 
parent, was to be listed as the legal parent on 
the birth certificate of twin children because 
the children were born of the surrogate mother, 
pursuant to a surrogacy agreement, from an 
anonymously donated egg and the intended 
father’s sperm. In re Amadi A., — S8.W.3d —, 
2015 Tenn. App. LEXIS 251 (Tenn. Ct. App. Apr. 
24, 2015). 


3. Construction. 

In the context of the broader statutory 
scheme, the statute does not create the rela- 
tionship that the non-biological parent advo- 
cated or confer any rights of parentage; the 
marriage-neutral construction she urged was a 


strained interpretation of the natural and ordi- 
nary meaning of the statutory language. Pippin 
v. Pippin, — $.W.3d —, 2020 Tenn. App. LEXIS 
220 (Tenn. Ct. App. May 14, 2020), appeal 
denied, — S.W.3d —, 2020 Tenn. LEXIS 509 
(Tenn. Oct. 7, 2020). 

Even if the statute were construed to create a 
right of visitation on the part of the husband of 
a woman who has given birth to a child by 
artificial insemination, that right would be 
predicated upon the child being born to a mar- 
ried woman; inasmuch as the non-biological 
parent’s petition stated that she and the 
mother were not married at the time of the 
child’s birth nor at any time afterward, the 
statute did not provide the non-biological par- 
ent with standing and thus could not be used to 
support a claim for visitation with the child. 
Pippin v. Pippin, — 8.W.3d —, 2020 Tenn. App. 
LEXIS 220 (Tenn. Ct. App. May 14, 2020), 
appeal denied, — S.W.3d —, 2020 Tenn. LEXIS 
509 (Tenn. Oct. 7, 2020). 


68-3-313. New certificate of birth — Sealing of documents. [Effective 
until July 1, 2022. See version effective on July 1, 2022.] 


(a)(1) All legal documents pertaining to the adoption, legitimation or order of 
paternity, together with the certificate of birth in the original name, shall be 
placed in an envelope and sealed following the preparation of the new 


certificate. 


(2) These sealed documents shall be preserved in a fireproof vault in the 
department and shall not be removed from that office, except by order of a 
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court of competent jurisdiction. 

(3) The sealed documents shall be opened by the state registrar for the 
purpose of issuing a copy of the certificate in the name at birth, upon receipt 
of a certified copy of an order of the court that granted the adoption, 
legitimation, or order of paternity or in legitimations by subsequent mar- 
riage of the parents or upon receipt of a directive from the department of 
human services consistent with § 36-1-126, § 36-1-127 or § 36-1-130. 

(4) Upon receipt of a certified copy of an order from the court of competent 
jurisdiction ordering the annulment of an order of adoption, legitimation, or 
order of paternity or the replacement of a certificate of birth in the original 
name on file, the state registrar shall open the sealed documents, replace the 
certificate of birth in the original name in the volume of births in which 
originally filed, remove the new certificate, and place it under seal with the 
legal documents and the certified copy of the court order. 

(b) When a new certificate of birth has been filed by the state registrar, all 
copies of the record of birth in the original name in the custody of any other 
party shall be forwarded to the state registrar upon receipt of the state 
registrar’s request. 


History. 
Acts 1977, ch. 128, § 13; T.C.A. § 53-453; 
Acts 1995, ch. 532, § 16. 


68-3-313. New certificate of birth — Sealing of documents. [Effective 
on July 1, 2022. See version effective until July 1, 2022.] 


(a)(1) All legal documents pertaining to the adoption, legitimation or order of 
paternity, together with the certificate of birth in the original name, shall be 
placed in an envelope and sealed following the preparation of the new 
certificate. 

(2) These sealed documents shall be preserved in a fireproof vault in the 
department and shall not be removed from that office, except by order of a 
court of competent jurisdiction. 

(3) The sealed documents shall be opened by the state registrar for the 
purpose of issuing a copy of the certificate in the name at birth, upon receipt 
of a certified copy of an order of the court that granted the adoption, 
legitimation, or order of paternity or in legitimations by subsequent marriage 
of the parents or upon receipt of a directive from the department of human 
services consistent with § 36-1-126 or § 36-1-127. 

(4) Upon receipt of a certified copy of an order from the court of competent 
jurisdiction ordering the annulment of an order of adoption, legitimation, or 
order of paternity or the replacement of a certificate of birth in the original 
name on file, the state registrar shall open the sealed documents, replace the 
certificate of birth in the original name in the volume of births in which 
originally filed, remove the new certificate, and place it under seal with the 
legal documents and the certified copy of the court order. 

(b) When a new certificate of birth has been filed by the state registrar, all 
copies of the record of birth in the original name in the custody of any other 
party shall be forwarded to the state registrar upon receipt of the state 
registrar’s request. 


68-3-314 


History. 
Acts 1977, ch. 128, § 18; T.C.A. § 53-453; 
Acts 1995, ch. 532, § 16; 2021, ch. 101, § 29. 


Compiler’s Notes. 

Acts 2021, ch. 101, § 30 provided that by 
June 1, 2022, the department of children’s 
services shall notify each individual who has 


registered a cqntact veto at the most recent . 


address contained in the contact veto registry 
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of this act, which amended this section, and its 
effective date [July 1, 2022]. 


Amendments. 

The 2021 amendment substituted “or § 36-1- 
127” for “, § 36-1-127 or § 36-1-130” at the end 
of (a)(3). 


Effective Dates. 
Act 2021, ch. 101, § 31. July 1, 2022. 


68-3-314. Notice to be provided to parent or legal guardian of newborn 


child regarding security freezes on records of individuals 
under 16 years of age. 


When a birth occurs: 

_(1) In an institution or en route to an institution, the person in charge of 
the institution, or that person’s designated representative, shall provide the 
notice described in § 47-18-2111(m), to the mother, father, or legal guardian 
of the child; or 

(2) On a moving conveyance as described in § 68-3-304, the office of vital 
records shall provide the notice described in § 47-18-2111(m), to the mother, 
father, or legal guardian of the child in conjunction with any issued 
certificate of birth. 


History. Effective Dates. 
Acts 2015, ch. 282, § 2. Acts 2015, ch. 482, § 2. January 1, 2016. 
PART 5 
DEATHS 


68-3-502. Death registration. 


(a)(1) A death certificate for each death that occurs in this state shall be filed 
with the office of vital records or as otherwise directed by the state registrar 
within five (5) days after death and prior to final disposition, or as prescribed 
by regulations of the department. It shall be registered, if it has been 
completed and filed in accordance with this section. 

(2) If the place of death is unknown but the body is found in this state, the 
death certificate shall be completed and filed in accordance with this section. 
The place where the body is found shall be shown as the place of death. If the 
date of death is unknown, it shall be determined by the date the body was 
found. 

(3) When death occurs in a moving conveyance in the United States and 
the body is first removed from the conveyance in this state, the death shall 
be registered in this state and the place where it is first removed shall be 
considered the place of death. When a death occurs on a moving conveyance 
while in international waters or airspace or in a foreign country and the body 
is first removed from the conveyance in this state, the death shall be 
registered in this state; but the certificate shall show the actual place of 
death insofar as can be determined. 
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(b) The funeral director, or person acting as funeral director, who first 
assumes custody of the dead body shall file the death certificate. The funeral 
director shall obtain the personal data from the next of kin or the best qualified 
person or source available, and shall obtain the medical certification from the 
person responsible for medical certification, as set forth in subsection (c). 

(c)(1) The medical certification shall be completed, signed and returned to 

the funeral director by the physician in charge of the patient’s care for the 

illness or condition that resulted in death within forty-eight (48) hours after 
death, except when inquiry is required by the county medical examiner. In 
the absence of the physician, the certificate may be completed and signed by 
another physician designated by the physician or by the chief medical officer 
of the institution in which the death occurred. In cases of deaths that occur 
outside of a medical institution and are either unattended by a physician or 
not under hospice care, the county medical examiner shall investigate and 
certify the death certificate when one (1) of the following conditions exists: 
(A) There is no physician who had attended the deceased during the 
four (4) months preceding death, except that any physician who had 
attended the patient more than four (4) months preceding death may elect 
to certify the death certificate if the physician can make a good faith 
determination as to cause of death and if the county medical examiner has 
not assumed jurisdiction; or 
(B) The physician who had attended the deceased during the four (4) 
months preceding death communicates, orally or in writing, to the county 
medical examiner that, in the physician’s best medical judgment, the 
patient’s death did not result from the illness or condition for which the 
physician was attending the patient. 

(2) Sudden infant death syndrome shall not be listed as the cause of death 
of a child, unless the death meets the definition set forth in chapter 1, part 
11 of this title. 

(3)(A) In addition to this section, prior to signing medical certification of 

the cause of death, the physician, chief medical officer or medical examiner 

shall require screening x-rays of the skull, long bones and chest of any 

child who was not subject to an autopsy and who died of unknown causes 

or whose death is suspected to be from sudden infant death syndrome. 
(B) The physician, chief medical officer or medical examiner who orders 

the x-ray examinations pursuant to this section shall be entitled to a 

reasonable fee as set by the commissioner of health for the costs of the 

x-ray examinations, to be paid from the funds allotted to the postmortem 
examiners program in the department of health. 

(d) When inquiry is required, the medical examiner shall determine the 
cause of death and shall complete and sign the medical certification within 
forty-eight (48) hours after taking charge of the case. On or before January 1, 
2013, the commissioner of health shall establish by rule a protocol for use by 
medical examiners in cases involving death resulting from opiate, illegal or 
illicit drug overdose, that requires an appropriate report under § 38-7-108. 
The commissioner is authorized to promulgate such rules in accordance with 
the Uniform Administrative Procedures Act, compiled in title 4, chapter 5. 

(e) If the cause of death cannot be determined within forty-eight (48) hours 
after death, the medical certification shall be completed as provided by 
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regulation. The attending physician or medical examiner shall give the funeral 
director, or person acting as funeral director, notice of the reason for the delay; 
and final disposition of the body shall not be made until authorized by the 
attending physician or medical examiner. 

(f) If the death occurs in a military or veteran’s hospital or in a state 
veteran’s home in the state of Tennessee, the death certificate may be signed 
by the attending physician who holds a license in another state. 

(g) In the évent a person is dead on arrival at a military or veteran’s hospital 
or at a state veteran’s home in the state of Tennessee, the death certificate may 
be signed by a physician who is employed by one (1) of these institutions and 
who holds a license in another state. 

(h) The form for a certificate of death shall contain a place for the recording 
of the deceased’s social security number and the social security number shall 
be recorded on the certificate and on any forms necessary to prepare the 
certificate. ; 

(i)(1) Notwithstanding this section to the contrary, this subsection (i) governs 

manner of death determinations of death investigations for which suicide is 

suspected or determined to be the manner of death. 

(2) If a county medical examiner suspects that suicide may be a potential 
manner of death, then the medical examiner shall consult the decedent’s 
treating mental health professional or primary care physician, if known and 
reasonably able to be identified through the decedent’s next of kin, prior to 
determination of manner of death. 

(3)(A) After inquiry by a county medical examiner pursuant to title 38, 
chapter 7, part 1, the medical examiner shall enter the manner of death 
and file the death certificate. If the manner of death is suicide and the next 
of kin disagrees with the manner of death determination, then the next of 
kin may contact the county medical examiner who performed the autopsy 
to request a meeting. The county medical examiner shall meet with the 
next of kin within thirty (30) calendar days of that initial contact by the 
requesting next of kin or, if more time is needed to gather documentation, 
on a mutually acceptable date. The meeting must be either in person or via 
teleconference, at the discretion of the requesting next of kin. At the 
meeting, each party must present the reasons supporting their position 
with respect to the manner of death, including any relevant documenta- 
tion. 

(B) Within thirty (30) calendar days of the meeting with the next of kin, 
the county medical examiner shall make a written determination on the 
manner of death and notify the next of kin. The notification must address 
the next of kin’s specific bases for disagreement, inform the next of kin of 
their right to seek reconsideration from the office of the state chief medical 
examiner (OSCME), and include information on how to request the 
reconsideration. The notification must also inform the next of kin of their 
right to seek judicial review. 

(4)(A) Within one hundred twenty (120) calendar days of the notification of 

the manner of death from the county medical examiner, the next of kin 

may request reconsideration from the OSCME in writing. 

(B) Within fifteen (15) calendar days of receiving the reconsideration 
request, the OSCME shall notify the county medical examiner of the 
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reconsideration request and request all records and documentation from 
the county medical examiner and the next of kin. 

(C) The county medical examiner shall send the requested records and 
documentation to the OSCME within fifteen (15) calendar days of receiv- 
ing the request. 

(D)G)(a) Upon receipt of the records and documentation, the state chief 
medical examiner shall convene a peer review panel to conduct the 
reconsideration. 

(6) The peer review panel must consist of the state chief medical 
examiner and all chief medical examiners of the regional forensic 
centers except for the chief medical examiner of the regional forensic 
center for the region in which the autopsy. was performed. The state 
chief medical examiner shall serve as chair of the peer review panel. 

(c) The chief medical examiners of the regional forensic centers 
may each appoint a designee to serve on the peer review panel. The 
designee must be a forensic pathologist licensed in this state who is 
employed by the regional forensic center. 

(d) The state chief medical examiner may distribute records and 
documentation to the peer review panel members by electronic means. 
The panel may meet remotely via teleconference or video conference. 
(ii) The peer review panel shall complete the reconsideration within 

ninety (90) calendar days of the date the OSCME receives the records 
and documentation from the county medical examiner. If the initial 
review indicates a need for additional investigation, then the peer 
review panel may use an additional ninety (90) calendar days to finalize 
their findings and must send written notification to the next of kin that 
the extra ninety-calendar-day period is necessary. 

(111) Once the members of the peer review panel have completed the 
review of the records and documentation, the members shall vote on a 
manner of death determination. The state chief medical examiner shall 
not vote except in the event of a tie vote among all other panel members. 
A manner of death that achieves a simple majority of all panel members 
prevails, at which time a reconsideration investigation is deemed 
complete. 

(iv) The state chief medical examiner shall prepare a written report 
of the peer review panel’s findings and decision and shall detail in the 
report the panel’s reasoning for its decision and an explanation of any 
additional investigation that was done. The state chief medical exam- 
iner shall send a copy of the report to the next of kin and the county 
medical examiner within fifteen (15) calendar days of the completion of 
the investigation. 

(5)(A) If the findings of a reconsideration conducted pursuant to subdivi- 
sion (i)(4) support the original manner of death determination made by the 
county medical examiner, then the next of kin may appeal that decision to 
a court of competent jurisdiction. 

(B) If the findings of a reconsideration conducted pursuant to subdivi- 
sion (i)(4) support a manner of death determination other than suicide, 
then the state chief medical examiner shall, no later than fifteen (15) 
calendar days after the date of the written report, amend the manner of 
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death. 

(6)(A) Next of kin may terminate a reconsideration process requested 

pursuant to this subsection (i) at any time and for any reason by written 

notice to the OSCME of their intent to terminate the reconsideration. 
(B) Next of kin may seek judicial review at any time during the 

reconsideration process following the receipt of the original death certifi- 

cate by written notice to the OSCME of their intent to seek judicial review. 

(7) By requesting reconsideration under this subsection (i), the next of kin 
authorizes release of any medical records, hospital records, investigative 
reports, or other documentary evidence of the deceased that the peer review 
panel deems necessary to complete the reconsideration. | 

(8) The department of health shall maintain a notice of decedent’s next of 
kin rights with regard to this subsection (i) on its public website. 

(9) As used in this subsection (i), “next of kin” means the person who has 
the highest priority pursuant to §. 62-5-703. 

(10) This subsection (i) applies only when the manner of death is sus- 
pected or determined to be suicide. 

(11) A physician, who acts in good faith to comply with this subsection (i), 
is immune from individual civil liability in the absence of gross negligence or 
willful misconduct for actions authorized by this subsection (i). 

(12) Unrelated parties have no liability for relying on the original death 
certificate, without regard to subsequent revision under this part. 

(13) OSCME shall maintain statistics on the number of reconsideration 
requests, the number of manner of death determinations that are upheld or 
overturned, and the number of next of kin terminations of a reconsideration 
process before the issuance of final findings. The OSCME may also maintain 
additional information relative to the reconsideration requests that may 


assist in carrying out other functions of the office. 


History. 

Acts 1977, ch. 128, § 14; T.C.A., § 53-471; 
Acts 1992, ch. 886, § 1; 1997, ch. 551, § 34; 
1998, ch. 1077, §§ 1, 2; 2001, ch. 321, § 4; 2008, 
ch. 866, § 1; 2012, ch. 916, § 2; 2017, ch. 493, 
§ 1; 2018, ch. 714, § 1; 2019, ch. 343, § 1. 


Compiler’s Notes. 

Acts 2018, ch. 714, § 2 provided that the act, 
which amended this section, shall apply to 
request for reconsideration submitted on or 
after June 13, 2017. 

Acts 2019, ch. 343, § 2 provided that the act, 
which amended this section, applies to manner 
of death determinations made on or after May 
10, 2019. 


Amendments. 

The 2017 amendment added (i). 

The 2018 amendment, in (i), inserted “the 
medical examiner determines a decedent’s 
manner of death to be suicide and” in (2)(A), 
inserted “pursuant to subdivision (i)(2)(A)” in 
(2)(B), substituted “after receiving written no- 
tice of the reconsideration request pursuant to 
subdivision (i)(2)(B),” for “after receiving notice 


of the reconsideration request,” in the first 
sentence of (3), inserted “made pursuant to 
subdivision (i)(3),” in (4), substituted “made 
pursuant to subdivision (i)(3), the county medi- 
cal examiner does not find that a change in, the 
manner of death is warranted and” for the 
comma following “ If, after reconsideration” at 
the beginning of (5)(A), inserted “made pursu- 
ant to subdivision (i)(5)” in (6)(A), and added (9) 
and (10). 

The 2019 amendment rewrote (i) which read: 
“G)(1) When a county medical examiner sus- 
pects that suicide may be a potential manner of 
death, the medical examiner is encouraged to 
consult the decedent’s treating mental health 
professional, if known or applicable, prior to 
determination of manner of death. 

“(2)(A) If, after inquiry by the county medical 
examiner pursuant to title 38, chapter 7, part 1, 
the medical examiner determines a decedent’s 
manner of death to be suicide and the de- 
ceased’s next of kin disputes the manner of 
death determination on the death certificate, 
the next of kin may seek reconsideration of the 
manner of death determination. 

“(B) To seek reconsideration pursuant to sub- 
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division (i)(2)(A), the next of kin must submit a 
written request for reconsideration to the 
county medical examiner who signed the death 
certificate, the chief medical examiner of the 
regional forensic center where the autopsy was 
performed, and the commissioner of health, 
stating the nature and reasons for the recon- 
sideration. If the county medical examiner who 
signed the death certificate is no longer the 
county medical examiner, then the notice shall 
be sent to the current county medical examiner 
instead. The written request for reconsidera- 
tion must be submitted within one (1) year of 
the date the death certificate is filed with the 
office of vital records and must be supported by 
a signed affidavit. 

“(3) Within thirty (30) days after receiving 
written notice of the reconsideration request 
pursuant to subdivision (i)(2)(B), the county 
medical examiner shall meet with the request- 
ing next of kin. The meeting shall be either in 
person or via teleconference, at the discretion of 
the requesting next of kin. At the meeting, each 
party shall present the reasons supporting 
their position with respect to the manner of 
death, including any relevant documentation. 
The county medical examiner shall make a 
written determination on the reconsideration 
within thirty (30) days after the reconsidera- 
tion meeting and shall notify the requesting 
next of kin, the chief medical examiner of the 
regional forensic center where the autopsy was 
performed, and the commissioner of health in 
writing. If the medical examiner who signed 
the medical certification is no longer in a posi- 
tion as county medical examiner, then the cur- 
rent county medical examiner shall participate 
in the reconsideration meeting and issue the 
written determination on the reconsideration 
instead. 

“(4) If, after reconsideration made pursuant 
to subdivision (i)(3), the county medical exam- 
iner finds a change in the manner of death 
determination is warranted, the county medi- 
cal examiner shall file an affidavit within thirty 
(30) days directing the office of vital records to 
issue an amended death certificate to reflect 
the county medical examiner’s findings as to 
manner of death. 

“(5)(A) If, after reconsideration made pursu- 
ant to subdivision (i)(3), the county medical 
examiner does not find that a change in the 
manner of death is warranted and the determi- 
nation of manner of death is still disputed by 
the requesting next of kin, the requesting next 
of kin may seek further review of the determi- 
nation by petitioning the chief medical exam- 
iner of the regional forensic center in which the 
autopsy was performed, on a form prescribed by 
the department of health, to review the medical 
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records, hospital records, death certificate, in- 
vestigative reports, and any other documentary 
evidence deemed necessary of the deceased. 
The chief medical examiner of the regional 
forensic center shall respond to the requesting 
next of kin detailing the findings within thirty 
(30) days with a written report. The report 
shall state whether the chief medical examiner 
of the regional forensic center agrees with the 
determination of manner of death on the death 
certificate, and, if the chief medical examiner of 
the regional forensic center disagrees with the 
determination of manner of death on the death 
certificate, the report shall detail those findings 
and the basis for the disagreement. The report 
shall be sent to the next of kin and the commis- 
sioner of health. 

“(B) If the chief medical examiner of the 
regional forensic center finds a change in the 
manner of death determination is warranted, 
the chief medical examiner shall file an affida- 
vit within thirty (30) days directing the office of 
vital records to issue an amended death certifi- 
cate to reflect the chief medical examiner’s 
findings as to manner of death. 

“(6)(A) If, after review by the chief medical 
examiner of the regional forensic center made 
pursuant to subdivision (i)(5), the determina- 
tion of manner of death is unchanged, then the 
requesting next of kin may seek mediation with 
the chief medical examiner of the regional fo- 
rensic center with a Rule 31 mediator under the 
Rules of the Supreme Court of Tennessee, at 
the sole expense of the requesting next of kin. 

“(B) If the chief medical examiner of the 
regional forensic center finds a change in the 
manner of death determination is warranted 
following mediation, the chief medical exam- 
iner shall file an affidavit within thirty (30) 
days directing the office of vital records to issue 
an amended death certificate to reflect the chief 
medical examiner’s findings as to manner of 
death. 

“(7) The department of health shall maintain 
a notice of decedents’ next of kin rights with 
regard to this subsection (i) on its public web- 
site. 

“(8) As used in this subsection (i), “next of 
kin” means the person who has the highest 
priority pursuant to § 62-5-703. 

“(9) This subsection (i) applies only when the 
manner of death is determined to be suicide. 

“(10) Unrelated parties have no liability for 
relying on the original death certificate, with- 
out regard to subsequent revision under this 
part.” 


Effective Dates. 
Acts 2017, ch. 493, § 2. June 13, 2017. 
Acts 2018, ch. 714, § 2. April 12, 2018. 
Acts 2019, ch. 343, § 2. May 10, 2019. 
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68-3-505. Reports of abortions — Information to be included. 


(a) Each induced termination of pregnancy that occurs in this state shall be 
reported to the office of vital records within ten (10) days after the procedure 
by the person in charge of the institution in which the induced termination of 
pregnancy was performed. If the induced termination of pregnancy was 
performed outside an institution, the attending physician shall prepare and 
file the report! Each such report shall indicate whether the abortion involved 
a surgical procedure and, if so, which method was employed, and shall indicate 
which method authorized by § 39-15-219 was employed to dispose of the 
aborted fetus or aborted fetal tissue. If the aborted fetus or aborted fetal tissue 
was transferred to a third party for disposition, the report shall indicate the 
name and address of the third party and the date of the transfer. 

(b) The individual undergoing the induced termination of pregnancy shall 
not be identified by name on the report, though some means of identification 
shall be used to provide retrieval of further information if necessary. 


History. 
Acts 1977, ch. 128, § 17; T.C.A., § 53-474; 
Acts 2016, ch. 1003, § 4; 2021, ch. 348, § 4. 


Compiler’s Notes. 

Acts 2016, ch. 1003, § 7 provided that not- 
withstanding this act or the Uniform Adminis- 
trative Procedures Act, compiled in title 4, 
chapter 5, any rule promulgated to implement 
the provisions of this act shall be provided to 
the chairs of the health committee of the house 
of representatives and the health and welfare 
committee of the senate by the secretary of 
state, after approval by the attorney general 
and reporter, at the same time the text of the 
rule is made available to the government op- 
erations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for the health committee of the house of 


representatives and the health and welfare 
committee of the senate to be afforded the 
opportunity to comment on the rule. 

Acts 2021, ch. 348, § 7 provided that the act, 
which amended this section, applies to actions 
occurring on or after July 1, 2021. 


Amendments. 

The 2016 amendment added the last two 
sentences in (a). 

The 2021 amendment substituted “autho- 
rized by § 39-15-219” for “authorized by the 
rules of the board for licensing healthcare fa- 
cilities” in (a). 


Effective Dates. 
Acts 2016, ch. 1003, § 8. April 27, 2016. 
Acts 2021, ch. 348, § 7. July 1, 2021; pro- 
vided, that for purposes of rulemaking, the act 
took effect May 6, 2021. 


68-3-506. Authorization for final disposition of a dead fetus. 


(a) Prior to final disposition of fetal remains in accordance with § 39-15-219, 
regardless of the duration of pregnancy, the funeral director, the person in 
charge of the institution, or other person assuming responsibility for final 
disposition of the fetus, shall obtain from the mother authorization for final 
disposition on a form prescribed and furnished, or approved by the state 
registrar. 

(b) When the demise of the fetus is the result of a surgical abortion, a copy 
of the mother’s authorization for disposition, specifying the means of the 
disposition, shall be appended to the informed consent signed by the mother 
prior to the procedure pursuant to § 39-15-202. 

(c) After final disposition, the authorization shall be retained for a period of 
three (3) years by the funeral director, the person in charge of the institution, 
or other person making the final disposition. 
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History. 
Acts 1977, ch. 128, § 18; T.C.A., § 53-475; 
Acts 2016, ch. 1008, § 5; 2021, ch. 348, § 5. 


Compiler’s Notes. 

Acts 2016, ch. 1003, § 7 provided that not- 
withstanding this act or the Uniform Adminis- 
trative Procedures Act, compiled in title 4, 
chapter 5, any rule promulgated to implement 
the provisions of this act shall be provided to 
the chairs of the health committee of the house 
of representatives and the health and welfare 
committee of the senate by the secretary of 
state, after approval by the attorney general 
and reporter, at the same time the text of the 
rule is made available to the government op- 
erations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for the health committee of the house of 
representatives and the health and welfare 
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committee of the senate to be afforded the 
opportunity to comment on the rule. 

Acts 2021, ch. 348, § 7 provided that the act, 
which amended this section, applies to actions 
occurring on or after July 1, 2021. 


Amendments. 

The 2016 amendment substituted “obtain 
from the mother” for “obtain from the parents” 
in (a), added (b), and redesignated former (b) as 
(c). 

The 2021 amendment substituted “Prior to 
final disposition of fetal remains in accordance 
with § 39-15-219” for “Prior to final disposition 
of a dead fetus” in (a). 


Effective Dates. 
Acts 2016, ch. 1003, § 8. April 27, 2016. 
Acts 2021, ch. 348, § 7. July 1, 2021; pro- 
vided, that for purposes of rulemaking, the act 
took effect May 6, 2021. 


68-3-509. Commemorative certificates of nonviable birth. 


(a) As used in this section: 


(1) “Commemorative certificate” means a document commemorating a 


nonviable birth; 


(2) “Department” means the department of health; and 
(3) “Nonviable birth” means an unintentional, spontaneous fetal demise 


occurring prior to the twentieth week of gestation during a pregnancy that 
has been verified by a healthcare practitioner. 

(b)(1) A healthcare practitioner licensed pursuant to title 63 who attends or 
diagnoses a nonviable birth, or a healthcare facility licensed pursuant to this 
title at which a nonviable birth occurs, may, based on the practitioner’s best 
medical judgement and knowledge of the patient, advise a patient who 
experiences a nonviable birth that the patient may request a commemora- 
tive certificate from the department of health as provided in this section. The 
healthcare practitioner may delegate this duty to the practitioner’s designee. 
The healthcare practitioner or the practitioner’s designee shall provide the 
patient with a form provided by the department pursuant to subdivision 
(b)(2) and executed by the healthcare practitioner or the practitioner’s 
designee. 

(2) The department shall provide on the department’s website a form to be 
executed by a healthcare practitioner or the practitioner’s designee affirming 
that a patient experienced a nonviable birth that the healthcare practitioner 
attended or diagnosed. 

(c) Upon the request of the patient and submission of the executed form, the 


department shall issue a commemorative certificate within sixty (60) days 
after receipt of the request. The department shall charge a fee not to exceed its 
actual cost for issuing the commemorative certificate. 


(d)(1) The commemorative certificate must contain the name of the fetus and 
the sex, if known. If the name is not furnished by the patient, the 
department shall fill in the commemorative certificate with the name Baby 
Boy or Baby Girl and the last name of the patient, and if the sex of the child 
is also unknown, the department shall fill in the commemorative certificate 
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with the name Baby and the last name of the patient. 

(2) The following statement must appear on the front of the commemora- 
tive certificate: 
This commemorative certificate is not proof of a live birth. 

(e) The department shall not register the birth associated with a commemo- 
rative certificate issued under this section or use it to calculate live birth 
statistics. The commemorative certificate is commemorative in nature and has 
no legal effect. 

(f) Acommemorative certificate issued under this section must not be used 
to establish, bring, or support a civil cause of action seeking damages against 
any person or entity for bodily injury, personal injury, or wrongful death for a 
nonviable birth. 

(g) A commemorative certificate issued under this section is not a public 
record. 


History. repealed by Acts 1999, ch. 215, § 13, effective 
Acts 2019, ch. 156, § 1. July 1, 1999. For general provisions governing 


4 cremation, see title 62, chapter 5, part 5. 
Compiler’s Notes. 


Former § 68-3-509 (Acts 1997, ch. 128,§ 18, Effective Dates. 
T.C.A., § 53-478) concerning cremation, was Acts 2019, ch. 156, § 2. April 18, 2019. 


68-3-512. Death determination and pronouncement by physician as- 
sistant. 


The determination and pronouncement of death may be made by a physician 
assistant licensed under title 63, chapter 19, part 1, so long as this task is 
expressly included in the written protocol developed jointly by the physician 
assistant and the collaborating physician setting forth the range of services 
that may be performed by that physician assistant. 


History. Effective Dates. 
Acts 2005, ch. 333, § 1; 2018, ch. 610, § 41. Acts 2018, ch. 610, § 42. July 1, 2018. 
Amendments. 


The 2018 amendment substituted “collabo- 
rating physician” for “supervising physician”. 


PART 6 
MATERNAL MORTALITY REVIEW AND PREVENTION 
ACT OF 2016 
68-3-601. Short title. 


This part shall be known and may be cited as the “Maternal Mortality 
Review and Prevention Act of 2016.” 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 2. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 
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68-3-602. Findings — Definitions. 


(a) The general assembly finds that: 

(1) Maternal deaths are a serious public health concern and have a 
tremendous family and societal impact; 

(2) Maternal deaths are significantly underestimated and inadequately 
documented, preventing efforts to identify and reduce or eliminate the 
causes of death; 

(3) No processes exist in this state for the confidential identification, 
investigation, or dissemination of findings regarding maternal deaths; 

(4) The centers for disease control and prevention has determined that 
maternal deaths should be investigated through state-based maternal 
mortality reviews in order to institute the systemic changes needed to 
decrease maternal mortality; and 

(5) There is a need to establish a program to review maternal deaths and 
to develop strategies for the prevention of maternal deaths in this state. 
(b) As used in this part: 

(1) “Department” means the department of health; 

(2) “Maternal death” or “maternal mortality” means a: 

(A) Pregnancy-associated death; 
(B) Pregnancy-related death; or 
(C) Pregnancy-associated but not a pregnancy-related death; 

(3) “Pregnancy-associated death” means the death of a woman while 
pregnant or within one (1) year of the end of her pregnancy, irrespective of 
the cause of death and regardless of the duration or site of the pregnancy; 

(4) “Pregnancy-associated, but not pregnancy-related death” means the 
death of a woman while pregnant or within one (1) year following the end of 
pregnancy, due to a cause unrelated to the pregnancy; and 

(5) “Pregnancy-related death” means the death of a woman while preg- 
nant or within one (1) year of the end of her pregnancy, regardless of the 
duration or site of the pregnancy, from any cause related to or aggravated by 
the pregnancy or its management, but not from accidental or incidental 
causes. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 3. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-603. Maternal mortality review program. 


The commissioner of health is authorized to create the Tennessee maternal 
mortality review program. The intent of the Tennessee maternal mortality 
review program is to identify and address the factors contributing to poor 
pregnancy outcomes for women and facilitate state systems changes to 
improve the health of women before, during and after pregnancy. 


History. Compiler’s Notes. 
Acts 2016, ch. 987, § 4. Acts 2016, ch. 987, § 14 provided that the 
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act, which enacted this part, shall apply to Effective Dates. 
deaths occurring on or after January 1, 2017. Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-604. Maternal mortality review and prevention team. 


There is created the Tennessee maternal mortality review and prevention 
team, otherwise known as the state team. For administrative purposes only, 
the state team shall be attached to the department of health. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 5. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-605. Composition of state team. 


The composition of the state team shall include: 

(1) The commissioner of health or the commissioner’s designee; 

(2) The state maternal and child health director or the director’s designee; 

(3) A physician licensed or certified under title 63, chapter 6 or 9, with 
training in obstetrics; 

(4) A physician licensed or certified under title 63, chapter 6 or 9, with 
training in neonatology; 

(5) A hospital-based nurse with experience in obstetrics, labor and deliv- 
ery, postpartum, or maternity care; 

(6) The chief medical examiner or the examiner’s designee; 

(7) The chair of the health and welfare committee of the senate, or the 
chair’s designee; 

(8) The chair of the health committee of the house of representatives, or 
the chair’s designee; and 

(9) Additional members as determined by the department, including 
representatives from multiple disciplines and relevant community-based 
organizations as necessary to fulfill the intent of this part. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 6. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-606. Voting members — Vacancies. 


All members of the state team shall be voting members. All vacancies shall 
be filled by the appointing or designating authority in accordance with the 
rules promulgated under § 68-3-612. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 7. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 
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68-3-607. Duties of state team. 


The state team shall: 

(1) Review maternal deaths according to rules established under this 
part; 

(2) Make determinations regarding the preventability of maternal deaths; 

(3) Report at least annually to the governor and the general assembly 
concerning the state team’s activities and its recommendations for changes 
to any law, rule, or policy that would promote the safety and well-being of 
women and prevention of maternal deaths; and 

(4) Undertake annual statistical studies of the incidents and causes of 
maternal mortality in this state and disseminate findings and recommen- 
dations to policy makers, healthcare providers, healthcare facilities, and the 
general public. 


History. “annually” for “biennially” substituted “or” for 


Acts 2016, ch. 987, § 8; 2020, ch. 679, § 1. “and” preceding “policy”. . 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


act, which enacted this part, shall apply to — Acts 2020, ch. 679, § 2. June 15, 2020. 
deaths occurring on or after January 1, 2017. 


Amendments. 
The 2020 amendment, in (3), substituted 


68-3-608. Inspection of records — Meetings — Confidentiality require- 
ments. 


(a)(1) The department and the state team are public health authorities 
conducting public health activities pursuant to the federal Health Insurance 
Portability and Accountability Act (HIPAA) (42 U.S.C. § 13820d et seq.). 
Notwithstanding §§ 63-2-101(b) and 68-11-1502, and any express or implied 
contracts, agreements, or covenants of confidentiality based upon §§ 63-2- 
101(b) and 68-11-1502, the records of all healthcare facilities and providers 
shall be made available to the state team for inspection and copying as 
necessary to complete the review of a specific fatality and effectuate the 
intent of this part. 
(2) The state team: 

(A) Is authorized to inspect and copy any other records from any source 
as necessary to complete the review of a specific fatality and effectuate the 
intent of this part, including, but not limited to, hospital records, outpa- 
tient clinic and laboratory records, police investigations data, medical 
examiner investigative data, vital records cause of death information, 
social services records, and records from state offices, agencies, and 
departments; and 

(B) May share information with other public health authorities or their 
designees as the state team may determine necessary to achieve the goals 
of the program. 

(b) The state team may request that persons with direct knowledge of 
circumstances surrounding a particular fatality provide the state team with 
information necessary to complete the review of the particular fatality; such 
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persons may include healthcare providers or staff involved in the care of the 
woman or the person who first responded to a report concerning the woman. 

(c) Meetings of the state team shall not be subject to title 8, chapter 44, part 
1. Any minutes or other information generated during official meetings of the 
state team shall be sealed from public inspection. However, the state team may 
periodically make available, in a general manner that shall not reveal 
confidential information about individual cases, the aggregate findings of 
team’s reviews and their recommendations for preventive actions. 

(d)(1) All information and records acquired by the state team in the exercise 

of their duties shall be confidential and not subject to discovery or introduc- 

tion into evidence in any proceedings; provided, however, certain informa- — 
tion may be disclosed as necessary to carry out the purposes of the state 
team. 

(2) A member of the state team or attendee of a team meeting shall not: 

(A) Release to the public or the news media information discussed at 
official meetings; or 

(B) Testify in any proceeding about details of the team meeting, 
including any information presented at the meeting, or about opinions 
formed by the person as a result of the meeting. 

(3) This subsection (d) shall not prohibit a person from testifying in a civil 
or criminal action about matters that occurred in the team meeting; 
provided, that such testimony shall be based upon the person’s independent 
knowledge. 

(e) Each member of the state team and any attendee of a meeting of the 
state team shall sign a statement indicating an understanding of and adher- 
ence to the state team’s confidentiality requirements, including potential civil 
or criminal consequences for a breach of confidentiality pursuant to this part. 


History. Effective Dates. 
Acts 2016, ch. 987, § 9. Acts 2016, ch. 987, § 14. January 1, 2017. 
Compiler’s Notes. Cross-References. 


Acts 2016, ch. 987, § 14 provided that the Confidentiality of public records, § 10-7-504. 
act, which enacted this part, shall apply to 
deaths occurring on or after January 1, 2017. 


68-3-609. Staff or consultants. 


To the extent of funds available, the state team may hire staff or consultants 
to assist the state team in completing their duties. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 10. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-610. Immunity. 


A person or facility acting in good faith in compliance with this part shall be 
immune from civil and criminal liability arising from such action. 
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History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 11. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-611. Maternal death investigations and reviews. 


Nothing in this part shall preclude any maternal death investigations or 
reviews to the extent authorized by any other law. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 12. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 


68-3-612. Promulgation of rules. 


The commissioner of health is authorized to promulgate such rules, pursu- 
ant to the Uniform Administrative Procedures Act, compiled in title 4, chapter 
5, aS are necessary to carry out the intent of this part. The rules authorized 
pursuant to this section may address, but not be limited to, the following: 

(1) The procedures by which healthcare providers, healthcare facilities, 
and other parties identify and report maternal deaths to the department or 
as directed by the department; 

(2) The protocols, procedures, methods, manner, and extent of all inves- 
tigations and reviews; and 

(3) The manner in and extent to which information shall be disseminated 
in accordance with the intent of this part. 


History. act, which enacted this part, shall apply to 
Acts 2016, ch. 987, § 13. deaths occurring on or after January 1, 2017. 
Compiler’s Notes. Effective Dates. 
Acts 2016, ch. 987, § 14 provided that the Acts 2016, ch. 987, § 14. January 1, 2017. 
PART 7 


SUICIDE PREVENTION ACT OF 2018 [EXPIRED] 


68-3-701 — 68-3-703. [Expired.] 


Compiler’s Notes. expired on June 30, 2021, by the terms of Acts 
Former §§ 68-3-701 — 68-3-703 (Acts 2018, 2018, ch. 1005, § 2. 
ch. 1005, § 1), concerning suicide prevention, 


CHAPTER 4 
DISPOSITION OF DEAD BODIES 


Section 

68-4-102. Disposition of unclaimed bodies of persons dying in charitable or penal institutions or to 
be buried at public expense. 

68-4-105. Bodies to be used only for promotion of science — Surrender to relative upon demand. 
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68-4-102. Disposition of unclaimed bodies of persons dying in chari- 
table or penal institutions or to be buried at public ex- 
pense. 


(a) In order to promote medical and surgical science, and to provide for the 
disposition of unclaimed bodies of persons who die in any charitable or penal 
institutions, or are delivered to a public official for the purpose of burial at 
public expense, the chief medical examiner appointed pursuant to § 38-7-102 
shall direct the disposition of unclaimed dead bodies, except those of honorably 
discharged veterans, which shall be interred as directed by the commissioner 
of veterans services, or the commissioner’s representative, superseding other 
provisions of §§ 68-4-102 — 68-4-109. 

(b) All reimbursement for travel expenses shall be in accordance with the 
comprehensive travel regulations as promulgated by the department of finance 
and administration and approved by the attorney general and reporter. 


History. 

Acts, 1947, ch.,.163, § 1;.C.) Supp.: 1950, 
§ 2569.8 (Williams, § 5379.1); Acts 1955, ch. 
34, § 1; 1976, ch. 806, § 1(15); T.C.A. (orig. ed.), 
§ 53-504; Acts 1990, ch. 598, § 3; 1996, ch. 744, 
$14 QOL: ch. 24. $5.7: 


Amendments. 
The 2015 amendment substituted “commis- 


sioner of veterans services” for “commissioner 
of veterans affairs” in (a). 


Effective Dates. 
Acts 2015, ch. 24, § 9. July 1, 2015. 


68-4-105. Bodies to be used only for promotion of science — Surrender 
to relative upon demand. 


(a) The institution receiving a body shall use it only within this state and for 
the purpose of medical and dental, surgical or anatomical study and for the 


promotion of science alone. 


(b) If, at any time before or after such use of the body, it is claimed for burial 
by any relatives of the deceased person, at their expense, or in the case of a 
veteran’s body, the commissioner of veterans services, then the institution 


shall surrender the body. 


(c) If, at any time, the institution elects to discontinue use of the unclaimed 
body for the purposes prescribed in this section, the institution shall summon 
a funeral director to take over the body at the expense of the institution. 


History. 

Acts 1947, ch. 163, § 4; C. Supp. 1950, 
§ 2569.11 (Williams, § 5379.4); T.C.A. (orig. 
ed.), § 53-507; Acts 1996, ch. 744, §§ 3, 4; 2015, 
chyiZaee 7) 


Amendments. 
The 2015 amendment substituted “commis- 


sioner of veterans services” for “commissioner 
of veterans affairs” in (b). 


Effective Dates. 
Acts 2015, ch. 24, § 9. July 1, 2015. 
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CHAPTER 5 
PREVENTION OF DISEASES 


Part 1. General Provisions 


Section 

68-5-106. Physician giving fraudulent certificate — Penalty. 

68-5-112. Making available information and instruction concerning the appropriate use and 
techniques of infant cardiopulmonary resuscitation (CPR) — Blakeleigh Rone Act. 

68-5-113. Cytomegalovirus — Information — Liability. 

68-5-114. Chronic Disease Prevention Act. | 

68-5-115. Requirement to receive immunization, vaccination, or injection for SARS-CoV-2 virus 
prohibited. 

68-5-116. Requirement to receive immunization, vaccination, or injection for SARS-CoV-2 virus 
for those who object on religious grounds or by right of conscience prohibited — 
Inapplicability of section. 

68-5-117. Requirement of proof of vaccination as condition of entering upon premises of private 
business or state or local government entity prohibited. 

Part 2. Newborn Testing — Eyes 

68-5-202. Treatment specified for infant at birth — Reports of redness, swelling, inflammation or 
pus — Religious exemption. 

Part 4. Newborn Testing — Metabolic Defects 

68-5-401. Testing required — Public policy. 

68-5-406. Retention of newborn screening specimen — When specimen and form containing 
identifying information shall be destroyed — Retention of specimen beyond one 
year. 

Part 5. Genetic Testing 

68-5-506. Creation of birth defects registry — Advisory committee — Confidentiality — Penalty 
for unauthorized disclosure of confidential information. 

68-5-508. Informational pamphlets to be provided to family prior to testing. 


PART 1 
GENERAL PROVISIONS 


68-5-106. Physician giving fraudulent certificate — Penalty. 


(a) [Deleted by 2021 amendment.] 
(b) Any physician fraudulently giving a certificate of sickness or of vaccina- 
tion to prevent vaccination commits a Class C misdemeanor. 


History. 

Acts 1905, ch. 519, § 9; Shan., § 3114a8; 
Code 1932, § 5799; T.C.A. (orig. ed.), § 53-614; 
Acts 1989, ch. 591, § 113; 2021, ch. 513, § 6. 


Amendments. 

The 2021 amendment deleted former (a) 
which read: “Every person who refuses to be 
vaccinated or prevents a person under such 
person’s care and control from being vaccinated 


on application being made by the health officer 
or board of health or by a physician employed 
by the health officer or board of health for that 
purpose, unless in the written opinion of an- 
other physician it would not be prudent on 
account of sickness, commits a Class C misde- 
meanor.” 


Effective Dates. 
Acts 2021, ch. 518, § 8. May 25, 2021. 
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68-5-112. Making available information and instruction concerning 
the appropriate use and techniques of infant cardiopul- 
monary resuscitation (CPR) — Blakeleigh Rone Act. 


(a) An obstetrical provider who treats a prenatal patient on at least two (2) 
different occasions shall make available information and instruction concern- 
ing the appropriate use and techniques of infant cardiopulmonary resuscita- 
tion (CPR) to'at least one (1) future parent or caregiver. 

(b) A hospital or birthing center where a baby is born shall make available 
information and instruction concerning the appropriate use and techniques of 
infant CPR to at least one (1) parent or caregiver before the newborn is 
discharged from the facility. 

(c) A primary care provider who treats a newborn in an ambulatory care 
setting within twenty-eight (28) days after the date of birth shall make 
available information and instruction concerning the appropriate use and 
techniques of infant CPR to at least one (1) parent or caregiver. 

(d) Nothing in this section shall require classes in certification of infant 
CPR. This section shall also not constitute a requirement to be assessed during 
any inspection under chapter 11, part 2 of this title. 

(e) Any facility or practitioner acting within the scope of their licensure or 
practice shall be immune from any civil or administrative liability under this 
section and shall have an affirmative defense to any criminal liability arising 
from making such information available. 

(f) This section shall be known and may be cited as the “Blakeleigh Rone 
Act.” 


History. “(2) Nothing in this section shall require 
Acts 2013, ch. 197, § 1; 2014, ch. 594, § 1. classes in certification of infant CPR. 
nea ate: “(3) This section shall also not constitute a 


The 2014 amendment rewrote the section 
which read: “(a)(1) Hospitals, birthing centers, 
health care facilities, physicians, nurse practi- 
tioners, physician assistants or other health 
care practitioners who provide medical care to 
newborns as well as obstetricians who provide 
routine care for prenatal patients shall make 
available information and instruction concern- 
ing the appropriate use and techniques of in- 
fant cardiopulmonary resuscitation (CPR) to at 
least one (1) parent or caregiver of a newborn 
infant. 


requirement to be assessed during any inspec- 
tion under chapter 11, part 2 of this title. 

“(b) Any facility or practitioner acting within 
the scope of their licensure or practice shall be 
immune from any civil liability under this sec- 
tion and shall have an affirmative defense to 
any criminal liability arising from making such 
information available.” 


Effective Dates. 
Acts 2014, ch. 594, § 2. July 1, 2014. 


68-5-113. Cytomegalovirus — Information — Liability. 


(a) As used in this section, “CMV” means cytomegalovirus. 


(b) If a healthcare provider as defined by § 63-6-703, who assumes respon- 
sibility for the prenatal care of either pregnant women during gestation or 
women who may become pregnant, has determined that a patient is at risk of 
contracting CMV, the healthcare provider or the healthcare provider’s facility 
shall inform that patient regarding: 

(1) The incidence of CMV; 
(2) The transmission of CMV to at-risk women who are pregnant or who 
may become pregnant; 
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(3) Birth defects caused by congenital CMV; 
(4) Methods of diagnosing congenital CMV; and 
(5) Available preventative measures. 

(c) Healthcare providers covered under subsection (b) are encouraged to 
provide all other patients with information identifying where the patients can 
learn about CMV. 

(d)(1) Nothing in this section shall be construed to create or impose liability 

for failing to comply with the requirements of this section. 

(2) Nothing in this section shall be deemed to create a duty of care or other 
legal obligation beyond the requirements set forth in this section. 


History. | Effective Dates. 
Acts 2016, ch. 625, § 1. Acts 2016, ch. 625, § 2. July 1, 2016. 


68-5-114. Chronic Disease Prevention Act. 


(a) This section shall be known and may be cited as the “Chronic Disease 
Prevention Act.” 

(b) By no later than October 1, 2019, the speaker of the senate, the speaker 
of the house of representatives, the commissioner of health, and the governor 
shall establish a task force to study methods on how best to prevent cardio- 
vascular disease, hypertension, and diabetes in this state. 

(c) The task force is composed of eleven (11) members, as follows: 

(1) One (1) member of the senate health and welfare committee, to be 
appointed by the speaker of the senate; 

(2) One (1) member of the health committee of the house of representa- 
tives, to be appointed by the speaker of the house of representatives; 

(3) One (1) member of the senate finance, ways and means committee, to 
be appointed by the speaker of the senate; 

(4) One (1) member of the house finance, ways and means committee, to 
be appointed by the speaker of the house of representatives; 

(5) One (1) member of the senate who serves in a leadership position, to be 
appointed by the speaker of the senate; 

(6) One (1) member of the house of representatives who serves in a 
leadership position, to be appointed by the speaker of the house of 
representatives; 

(7) Three (3) persons who are subject matter experts in one (1) or more of 
the subjects that the task force will study, to be appointed by the governor in 
consultation with the commissioner of health; 

(8) One (1) person who is a certified medical professional from a histori- 
cally black college or university offering advanced degrees in medicine, 
dentistry, or public health administration based in Tennessee and having a 
research and development unit, to be appointed by the governor; and 

(9) One (1) person who possesses experience in the subjects of health and 
public health and who has previous legislative experience, to be appointed by 
the governor. 

(d) The person appointed under subdivision (c)(9) shall call the first meeting 
of the task force. 
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(e) By no later than December 15, 2020, the task force shall complete its 
findings and make recommendations in a report to the governor and to the 
speaker of the senate and the speaker of the house of representatives. 

(f) The members of the task force shall serve without compensation but are 
entitled to reimbursement of any travel expenses incurred. All reimbursement 
for travel expenses must conform to the comprehensive state travel regulations 
as promulgated by the commissioner of finance and administration and 
approved by the attorney general and reporter. 

(g) The task force ceases to exist upon completion of the task force’s report 
and recommendations. 


History. Effective Dates. 
Acts 2019, ch. 372, §§ 1-6. Acts 2019, ch. 372, § 7. May 10, 2019. 


68-5-115. Requirement to receive immunization, vaccination, or injec- 
tion for SARS-CoV-2 virus prohibited. 


The governor shall not issue an executive order, a state agency or depart- 
ment shall not promulgate a rule, and a political subdivision of this state shall 
not promulgate, adopt, or enforce an ordinance or resolution, that requires a 
person to receive an immunization, vaccination, or injection for the SARS- 
CoV-2 virus or any variant of the SARS-CoV-2 virus. 


History. Effective Dates. 
Acts 2021, ch. 518, § 1. Acts 2021, ch. 518, § 8. May 25, 2021. 


68-5-116. Requirement to receive immunization, vaccination, or injec- 
tion for SARS-CoV-2 virus for those who object on reli- 
gious grounds or by right of conscience prohibited — 
Inapplicability of section. 


(a) Astate agency or department shall not promulgate a rule, and a political 
subdivision of this state shall not promulgate, adopt, or enforce an ordinance 
or resolution, that requires medical treatment for those who object to the 
medical treatment on religious grounds or by right of conscience. 

(b) As used in this section: 

(1) “Medical treatment” means an immunization, vaccination, or injection 
for the SARS-CoV-2 virus or any variant of the SARS-CoV-2 virus; and 
(2) “Political subdivision”: 

(A) Means a local governmental entity, including a city, town, munici- 
pality, metropolitan government, county, utility district, school district, 
public building authority, housing authority, emergency communications 
district, county board of health, and development district created and 
existing pursuant to the laws of this state, or an instrumentality of 
government created by one (1) or more local governmental entities; and 

(B) Does not include a governmental entity that is subject to a federal 
or state statute or rule that prohibits the entity from requiring medical 
treatment for those who object to the medical treatment on religious 
grounds or right of conscience. 

(c) This section does not apply to a student of a public institution of higher 
education created pursuant to title 49, who is subject to the policies or rules of 
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a private office that delivers healthcare services or of a healthcare facility, as 
defined in § 68-11-201, that is not owned or controlled by the public institution 
of higher education, when the student is participating in a program of study or 
fulfilling educational requirements for a program of study in: 

(1) Medicine; 

(2) Dentistry; 

(3) Pharmacy; or 

(4) Another healthcare profession. 


History. Effective Dates. 
Acts 2021, ch. 513, § 7. Acts 2021, ch. 513, § 8. May 25, 2021. 


68-5-117. Requirement of proof of vaccination as condition of entering 
upon premises of private business or state or local govern- 
ment entity prohibited. 


(a) A state or local governmental official, entity, department, or agency shall 
not: 

(1) Require, or mandate that a private business require, proof of vaccina- 
tion as a condition of entering upon the premises of the business or utilizing 
services provided by the business; or 

(2) Require proof of vaccination as a condition of entering upon the 
premises of a state or local government entity, or utilizing services provided 
by a state or local government entity. 

(b) As used in this section: 

(1) “Private business” means a person, proprietor, partnership, corpora- 
tion, or other non-governmental entity, whether for profit or not for profit, 
engaged in business, commerce, or an activity in this state; and 

(2) “Proof of vaccination” means physical documentation or digital storage 
of protected health information related to an individual’s immunization or 
vaccination against COVID-19. 


History. Effective Dates. 
Acts 2021, ch. 550, § 6. Acts 2021, ch. 550, § 7. May 26, 2021. 
PART 2 


NEWBORN TESTING — EYES 


68-5-202. Treatment specified for infant at birth — Reports of redness, 
swelling, inflammation or pus — Religious exemption. 


(a) It is the duty of any physician, nurse or midwife who assists and is in 
charge at the birth of any infant, or has the care of the infant after birth, to 
treat the eyes of the infant with a prophylaxis to prevent ophthalmia 
neonatorum or infections leading to blindness. The treatment shall be given as 
soon as practicable after the birth of the infant and always within one (1) hour; 
and if any redness, swelling, inflammation, or gathering of pus appears in the 
eyes of the infant or upon the lid or about the eyes within two (2) weeks after 
birth, then any nurse, midwife or other person having care of the infant shall 
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report the condition within six (6) hours after its discovery to a physician 
licensed and practicing medicine in this state. 

(b) Nothing in this part shall require medical treatment under subsection 
(a) for the minor child of any person who files with the department of health a 
signed, written statement that such medical treatment conflicts with the 
person’s religious tenets and practices, affirmed under penalties of perjury. 


History. “A violation of this section is a Class C misde- 
Acts 1915, ch. 52, §§ 2, 3; Shan., §§ 6756a8, meanor.” 

6756a4; Code 1932, §§ 11175, 11176; modified; ; 

T.C.A. (orig. ed.), §§ 53-622, 53-623; Acts 1989, Effective Dates. 

ch. 591, § 113; 2008, ch. 847, § 2; 2016, ch. 989, Acts 2016, ch. 989, § 2. July 1, 2016. 

§ 1. 


Amendments. 
The 2016 amendment rewrote (b) which read: 


PART 4 
NEWBORN TESTING — METABOLIC DEFECTS 


68-5-401. Testing required — Public policy. 


(a)(1) The general assembly declares that, as a matter of public policy of this 
state and in the interest of public health, every newborn infant shall be 
tested for phenylketonuria, hypothyroidism, galactosemia and other meta- 
bolic/genetic defects that would result in intellectual disability or physical 
dysfunction as determined by the department, through rules and regulations 
duly promulgated in accordance with the Uniform Administrative Proce- 
dures Act, compiled in title 4, chapter 5, and that the people of this state 
shall be extensively informed as to the nature and effects of such defects. 

(2) Every provider of prenatal care will adhere to the American College of 
Obstetricians and Gynecologists and the Centers for Disease Control recom- 
mendations for the prevention of Perinatal Group B Streptococcal Disease. 

(3) All infants born in this state shall be tested for specific genetic, 
metabolic, or other heritable conditions beginning six (6) months following 
the occurrence of all of the following: 

(A) The development of a reliable test or series of tests for screening 
newborns for specific genetic, metabolic, or other heritable conditions 
using dried blood spots or other testing and quality assurance testing 
methodology for such specific genetic, metabolic or the heritable conditions 
testing; 

(B) The availability of quality assurance materials for the specific 
genetic, metabolic, or other heritable condition tests from the federal 
centers for disease control and prevention; 

(C) The review and approval of the proposed test by the genetics 
advisory committee of the department of health; and 

(D) The acquisition of necessary equipment, completion of appropriate 
validation tests, and hiring of any necessary staff to implement the 
expanded screening tests by the newborn screening laboratory and new- 
born screening follow-up program of the state. 
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(4) The department of health may charge a reasonable fee and any 
reasonable increase in this fee, as necessary, for the test performed pursuant 
to this section. The amount of the fee and the procedures for collecting the 
fee shall be determined by the commissioner of health. 

(b) Ifthe department levies a fee or charge for the cost of testing, it shall use 
the same billing and collection methods normally used by independent private 
laboratories. Any fee shall be waived for patients who are unable to pay. 


History. Amendments. 
Acts 1985, ch. 333, § 1; 1991, ch. 504, § 1; The 2015 amendment added (a)(3) and (4). 


1997, ch. 312, § 1; 2011, ch. 158, § 35; 2015, ch: 
436.58) 2. Effective Dates. 


Acts 2015, ch: 436, § 3. May 18, 2015. 
Compiler’s Notes. 


Acts 2015, ch. 486, § 1 provided that the act, 
which added (a)(3) and (4), shall be known and 
may be cited as the “Mabry Kate Webb Act”. 


68-5-406. Retention of newborn screening specimen — When specimen 
and form containing identifying information shall be de- 
stroyed — Retention of specimen beyond one year. 


A newborn screening specimen taken for testing pursuant to this part or part 
5 of this chapter shall be kept for one (1) year to permit time for the infant’s 
physician to request additional tests. After one (1) year, both the specimen and 
the form containing the identifying information shall be destroyed. If a 
specimen is needed for quality assessment, quality control, or test calibration, 
that specimen may be retained for longer than one (1) year; provided, that the 
form containing the identifying information has been separated from the 
sample and destroyed, to ensure that the source of the sample cannot be 
identified. 


History. Effective Dates. 
Acts 2015, ch. 246, § 3. Acts 2015, ch. 246, § 5. July 1, 2015. 
PART 5 


GENETIC TESTING 


68-5-503. Appointment of advisory committee — Terms — Travel. 


Compiler’s Notes. this section, terminates June 30, 2025. See 
The genetic advisory committee, created by §§ 4-29-112, 4-29-246. 


68-5-506. Creation of birth defects registry — Advisory committee — 
Confidentiality — Penalty for unauthorized disclosure of 
confidential information. 


(a) The general assembly finds and declares that birth defects represent 
problems of public health importance about which too little is known; that 
these conditions impose enormous physical, emotional, social, educational and 
financial burdens on individuals, families, communities and the state; and that 
a system to obtain more information about these conditions could result in 
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development of preventive measures to decrease their incidence in the future. 
Therefore, it is the intent of the general assembly in enacting this section to 
accomplish all of the following: 

(1) To maintain an ongoing program of birth defects monitoring statewide. 
“Birth defect” as used in this section means any structural or biochemical 
abnormality, regardless of cause, diagnosed at any time before or after birth, 
that requires medical or surgical intervention or that interferes with normal 
growth or development; 

(2) To provide, on at least an annual basis, information on the incidence, 
prevalence and trends of birth defects; 

(3) To provide information to determine whether environmental hazards 
are associated with birth defects; 

(4) To provide information as to other possible causes of birth defects; 

(5) To evaluate the current prevention initiatives undertaken by the state, 
and to give guidance for improvement of these initiatives or for the addition 
of new prevention strategies; and 

(6) To provide a case referral element whereby the families of children 
born with birth defects are provided information on public services available 
to them and their children. 

(b)(1) There is established a birth defects registry in the department of 
health. 

(2) The commissioner of health shall establish an advisory committee to 
guide the department in establishing and maintaining the registry. The 
committee shall include members representing the disciplines of obstetrics 
and gynecology, pediatrics, genetics, epidemiology, biostatistics, hospital 
administration, state agency service providers, parents of children with 
birth defects, members of interested nonprofit organizations and members of 
the general public. The advisory committee shall annually evaluate the 
adequacy of the registry and report their findings annually to the appropri- 
ate standing committees of the general assembly. 

(3) The department shall maintain a system for the collection of informa- 
tion necessary to accomplish the outlined purposes of this section. For 
purposes related to the registry, the department shall have access to any 
medical record that pertains to a diagnosed or suspected birth defect, 
including the records of the mother. Providers acting pursuant to this section 
shall not be liable for the release of medical records as authorized by this 
section. The department shall develop and disseminate information about 
the birth defects registry to the participating perinatal centers that will be 
made available to the family, that explains and describes the purpose and 
process of the registry and how confidentiality will be protected. The 
information shall be made available in pamphlet format that meets the 
requirements imposed by § 68-5-508. The commissioner, with guidance from 
the advisory committee, shall promulgate by rule a mechanism for the active 
verification of reports through the use of multiple sources. 

(4) The registry shall collect information on birth defects, whether they 
occur as live births, stillbirths, or fetal deaths. 

(5) The registry shall collect information on birth defects diagnosed in 
children up to five (5) years of age. 
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(6) The registry shall be implemented as a pilot project to include 
reporting by any of the five (5) designated perinatal centers choosing to be 
included in the pilot project. Perinatal centers participating in the pilot 
project shall report to the birth defects registry as required by the commis- 
sioner. 

(c) The department, with guidance from the advisory committee, shall 
establish a program in the registry for referring families of children born with 
birth defects or the mothers of children lost to birth defects to available 
appropriate state resources. In order for a family of a child with a birth defect 
to participate in the referral program established by this subsection (c), the 
child’s parents or legal guardian must contact the department and request to 
be included in the program. 

(d) The staff of the registry shall use the information collected pursuant to 
this section and information available from other reporting systems and health 
providers to conduct studies to investigate the causes of birth defects, and to 
determine and evaluate measures designed to prevent their occurrence. The 
department’s investigation shall not be limited to geographic, temporal, or 
occupational associations, but may include investigation of past exposures. 

(e)(1) All information collected and analyzed pursuant to this section shall be 
confidential insofar as the identity of the individual patient is concerned and 
shall be used solely for the purposes provided in this section; provided, that 
the commissioner may provide access to those scientists approved by the 
advisory committee who are engaged in demographic, epidemiological or 
other similar studies related to health, and who agree, in writing as nonstate 
employees, to be identified and coded while maintaining confidentiality as 
described in this section and to the centers for disease control (CDC) for 
inclusion in the National Birth Defects Registry. 

(2) The department shall maintain an accurate record of all persons who 
are given access to the information in the registry. The record shall include: 

(A) The name of the persons authorizing access; 

(B) The name, title, and organizational affiliation of persons given 
access; | 

(C) The dates of access; 

(D) The specific purpose for which the information is to be used; and 

(E) The results of the independent research. 

(3) Nothing in this section shall prohibit the publishing of statistical 
compilations relating to birth defects or poor reproductive outcomes that do 
not in any way identify individual sources of information. 

(4)(A) Any individual who willfully discloses information made confiden- 

tial by this section, unless permitted to do so by subdivisions (e)(1) and (3), 

commits a Class A misdemeanor. 

(B) Any individual who negligently discloses information made confi- 
dential by this section, unless permitted to do so by subdivisions (e)(1) and 

(3), commits a Class B misdemeanor. 


68-5-508 HEALTH 80 


History. Effective Dates. 

Acts 2000, ch. 965, § 1; 2015, ch. 246, § 1. Acts 2015, ch. 246, § 5. July 1, 2015. 
Amendments. Cross-References. 

The 2015 amendment added the fifth sen- Informational pamphlets to be provided to 
tence in (b)(3). families prior to testing, § 68-5-508. 


68-5-508. Informational pamphlets to be provided to family prior to 
‘testing. 


The information distributed to the family pursuant to §§ 68-5-504(b)(7) and 
68-5-506(b)(3) shall be provided to the family before any blood sample for 
testing is drawn from the newborn. The pamphlet shall disclose the exemption 
from testing or treatment of a child pursuant to § 68-5-403. The pamphlet 
shall also inform the family of the newborn screening specimen use, retention, 
and disposal policy. 


History. new printing of the pamphlet occurs. Existing 
Acts 2015, ch. 246, § 2. stock of the pamphlet may be distributed until 


h ly is exhausted. 
Compiler’s Notes. anitegie ire 


Acts 2015, ch. 246, § 4 provided that no Effective Dates. 


revisions shall be made to the existing pam- Acts 2015, ch. 246, § 5. July 1, 2015. 
phlet required pursuant to § 68-5-508 until a 


CHAPTER 6 
SUDDEN CARDIAC ARREST PREVENTION ACT 


Section 

68-6-101. Short title. 

68-6-102. Chapter definitions. 

68-6-103. Requirements to be met by governing authorities of public and nonpublic schools for 
prevention of sudden cardiac arrest during school youth athletic activities. 

68-6-104. Requirements to be met by organizers of community-based youth athletic activities for 
prevention of sudden cardiac arrest. 


68-6-101. Short title. 


This chapter shall be known and may be cited as the “Sudden Cardiac Arrest 
Prevention Act.” 


History. 68, but the chapter has been codified as chapter 
Acts 2015, ch. 325, § 1. 6 by authority of the Code Commission. 


Code Commission Notes. Acts 2015, ch. 325, Effective Dates. 
§ 1 enacted this chapter as chapter 54 of title Acts 2015, ch. 325, § 2. January 1, 2016. 


68-6-102. Chapter definitions. 


As used in this chapter, unless the context otherwise requires: 

(1) “Community-based youth athletic activity” or “youth athletic activity” 
means an athletic activity organized by a city, county, business, or nonprofit 
organization when the majority of the participants are under eighteen (18) 
years of age, and are engaging in an organized athletic game or competition 
against another team, club, or entity or in practice or preparation for an 
organized game or competition against another team, club, or entity. 
“Community-based youth athletic activity” does not include college or 
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university activities or an activity which is entered into for instructional 
purposes only, an athletic activity that is incidental to a nonathletic 
program, or a lesson; 

(2) “Department” means the department of health; 

(3) “Health care provider” means a Tennessee licensed medical doctor 
(M.D.) or an osteopathic physician (D.O.); 

(4) “Person” means any individual or governmental entity, corporation, 
association, organization, nonprofit institution, or other entity or such 
entities’ representatives; and 

(5) “School youth athletic activity” means a school or a local education 
agency organized athletic activity when the majority of the participants are 
under eighteen (18) years of age, and are engaging in an organized athletic 
game or competition against another team, club, or entity or in practice or 
preparation for an organized game or competition against another team, 
club, or entity. “School youth athletic activity” does not include college or 
university activities, an activity which is entered into for instructional 
purposes only, or an athletic activity that is incidental to a nonathletic 
program, or a lesson. 


History. Effective Dates. 
Acts 2015, ch. 325, § 1. Acts 2015, ch. 325, § 2. January 1, 2016. 


68-6-103. Requirements to be met by governing authorities of public 
and nonpublic schools for prevention of sudden cardiac 
arrest during school youth athletic activities. 


(a) This section applies to school youth athletic activity. 

(b)(1) The governing authority of each public and nonpublic elementary 
school, middle school, junior high school, and high school, working through 
guidance approved by the department of health and communicated through 
the department of education, shall at a minimum: 

(A) Adopt guidelines and other pertinent information and forms as 
approved by the department of health to inform and educate coaches, 
school administrators, youth athletes, and their parents or guardians of 
the nature, risk, and symptoms of sudden cardiac arrest, including the 
risks associated with continuing to play or practice after experiencing any 
of the following symptoms: 

(i) Fainting or seizures during exercise; 
(ii) Unexplained shortness of breath; 
(iii) Chest pains; 

(iv) Dizziness; 

(v) Racing heart rate; or 

(vi) Extreme fatigue; 

(B) Require annual completion by all coaches, whether the coach is 
employed or a volunteer, and by school athletic directors of a sudden 
cardiac arrest education program approved by the department. In devel- 
oping the program, the department may use, at no cost to the state, 
materials and resources created by organizations, such as Simon’s Fund, 
for the purpose of educating coaches about sudden cardiac arrest. The 
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department shall make the sudden cardiac arrest education course pro- 

gram available on its web site for any school to access free of charge; 

(C) Require that, on a yearly basis, a sudden cardiac arrest information 
sheet be signed and returned by each coach and athletic director and, if 
appointed, a licensed health care professional, to the lead administrator of 
a nonpublic school or, for a public school, the local education agency’s 
director of schools prior to initiating practice or competition for the year; 

(D) Require that, on a yearly basis, a sudden cardiac arrest information 
sheet be reviewed by each youth athlete and the athlete’s parent or 
guardian. The information sheet shall be signed and returned by the youth 
athlete, if the youth athlete is eighteen (18) years of age or older, otherwise | 
by the athlete’s parent or guardian, prior to the youth athlete’s initiating 
practice or competition, to confirm that both the parent or guardian and 
the youth athlete have reviewed the information and understand its 

contents; 

(KE) Maintain all documentation of the completion of a sudden cardiac 
arrest education course program and signed sudden cardiac arrest infor- 
mation sheets for a period of three (3) years; 

(F) Establish as policy the immediate removal of any youth athlete who 
passes out or faints while participating in an athletic activity or immedi- 
ately following an athletic activity, or who exhibits any of the following 
Symptoms: 

(i) Unexplained shortness of breath; 
(ii) Chest pains; 

(iii) Dizziness; 

(iv) Racing heart rate; or 

(v) Extreme fatigue; and 

(G) Establish as policy that a youth athlete who has been removed from 
play shall not return to the practice or competition during which the youth 
athlete experienced symptoms consistent with sudden cardiac arrest and 
not return to play or participate in any supervised team activities 
involving physical exertion, including games, competitions, or practices, 
until the youth athlete is evaluated by a health care provider and receives 
written clearance from the health care provider for a full or graduated 
return to play. 

(2) After a youth athlete who has experienced symptoms consistent with 
sudden cardiac arrest has been evaluated and received clearance for a 
graduated return to play from a health care provider, then a school may 
allow a licensed health care professional, if available, with specific knowl- 
edge of the youth athlete’s condition to manage the youth athlete’s gradu- 
ated return to play based upon the health care provider’s recommendations. 
The licensed health care professional, if not the youth athlete’s health care 
provider, shall provide updates to the health care provider on the progress of 
the youth athlete, if requested. 

(3) No licensed health care professional or other person acting in good 
faith within the authority prescribed under this chapter shall be liable on 
account of any act or omission in good faith while so engaged; provided, that 
“good faith,” as used in this chapter, shall not include willful misconduct, 
gross negligence, or reckless disregard. 


83 SUDDEN CARDIAC ARREST PREVENTION ACT 68-6-104 


(c) The local education agency, in consultation with the head of the school 
youth athletic activity, may establish the following minimum penalties for a 
coach found in violation of ignoring a youth athlete’s sudden cardiac arrest 
symptoms or allowing the youth to return to the practice or competition during 
which the youth athlete experienced the symptoms without written clearance 
from the health care provider for a full or graduated return to play: 

(1) For a first violation, suspension from coaching any school youth 
athletic activity for the remainder of the season; 

(2) For a second violation, suspension from coaching any school youth 
athletic activity for the remainder of the season and the next season; and 

(3) For a third violation, permanent suspension from coaching any school 
youth athletic activity. 


History. Effective Dates. 
Acts 2015, ch. 325, § 1. Acts 2015, ch. 325, § 2. January 1, 2016. 


68-6-104. Requirements to be met by organizers of community-based 
youth athletic activities for prevention of sudden cardiac 
arrest. 


(a) This section applies to community-based youth athletic activity. 

(b)(1) Any city, county, business, or nonprofit organization that organizes a 
community-based youth athletic activity for which an activity fee is charged, 
working through guidance from the department of health, shall at a 
minimum: 

(A) Adopt guidelines and other pertinent information and forms as 
developed by the department of health to inform and educate the director 
of the youth athletic activity, coaches, youth athletes, and their parents or 
guardians of the nature, risk, and symptoms of sudden cardiac arrest, 
including the risks associated with continuing to play or practice after 
experiencing any of the following symptoms: 

(i) Fainting or seizures during exercise; 
(ii) Unexplained shortness of breath; 
(ii) Chest pains; 

(iv) Dizziness; 

(v) Racing heart rate; or 

(vi) Extreme fatigue; 

(B) Require annual completion by all coaches, whether the coach is 
employed or a volunteer, and, if appointed, the licensed health care 
professional of a sudden cardiac arrest education program approved by the 
department. In developing the program, the department may use, at no 
cost to the state, materials and resources created by organizations, such as 
Simon’s Fund, for the purpose of educating coaches about sudden cardiac 
arrest. The department shall make the sudden cardiac arrest education 
course program available on its web site for any youth athletic activity 
operated by a city, county, business, or nonprofit organization to access 
free of charge; 

(C) Require that, on a yearly basis, a sudden cardiac arrest information 
sheet be signed and returned by each coach to the head of the youth 
athletic activity prior to initiating practice or competition for the year; 
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(D) Require that, on a yearly basis, a sudden cardiac arrest information 
sheet be reviewed by each youth athlete and the athlete’s parent or 
guardian. The information sheet shall be signed and returned by the youth 
athlete, if the youth athlete is eighteen (18) years of age or older, otherwise 
by the athlete’s parent or guardian, prior to the youth athlete’s initiating 
practice or competition, to confirm that both the parent or guardian and 
the youth athlete have reviewed the information and understand its 
contents; 

(E) Maintain all documentation of the completion of a sudden cardiac 
arrest education course program and signed sudden cardiac arrest infor- 
mation sheets for a period of three (3) years; 

(F) Establish as policy the immediate removal of any youth athlete who 
passes out or faints while participating in an athletic activity or immedi- 
ately following an athletic activity, or who exhibits any of the following 
symptoms: 

(i) Unexplained nh ee of breath; 
(ii) Chest pains; 

(iii) Dizziness; 

(iv) Racing heart rate; or 

(v) Extreme fatigue; and 

(G) Establish as policy that a youth athlete who has been removed from 
play shall not return to the practice or competition during which the youth 
athlete experienced symptoms consistent with sudden cardiac arrest and 
not return to play or participate in any supervised team activities 
involving physical exertion, including games, competitions, or practices, 
until the youth athlete is evaluated by a health care provider and receives 
written clearance from the health care provider for a full or graduated 
return to play. 

(2) After a youth athlete who has experienced symptoms consistent with 
sudden cardiac arrest has been evaluated and received clearance for a 
graduated return to play from a health care provider, then the organizer of 
the community-based youth athletic activity may allow a licensed health 
care professional, if available, with specific knowledge of the youth athlete’s 
condition to manage the youth athlete’s graduated return to play based upon 
the health care provider’s recommendations. The licensed health care 
professional, if not the youth athlete’s health care provider, shall provide 
updates to the health care provider on the progress of the youth athlete, if 
requested. 

(3) No coach, head of any athletic activity, licensed health care profes- 
sional, or other person acting in good faith within the authority prescribed 
under this chapter shall be liable on account of any act or omission in good 
faith while so engaged; provided, that “good faith,” as used in this chapter, 
shall not include willful misconduct, gross negligence, or reckless disregard. 
(c) The head of the community-based youth athletic activity may establish 

the following minimum penalties for a coach found in violation of ignoring a 
youth athlete’s sudden cardiac arrest symptoms or allowing the youth to 
return to the practice or competition during which the youth athlete experi- 
enced the symptoms without written clearance from the health care provider 
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for a full or graduated return to play: 

(1) For a first violation, suspension from coaching any community-based 
youth athletic activity for the remainder of the season; 

(2) For a second violation, suspension from coaching any community- 
based youth athletic activity for the remainder of the season and the next 
season; and 

(3) For a third violation, permanent suspension from coaching any com- 
munity-based youth athletic activity. 


History. Effective Dates. 
Acts 2015, ch. 325, § 1. Acts 2015, ch. 325, § 2. January 1, 2016. 
CHAPTER 7 
MEDICAL CANNABIS COMMISSION 
Section 
68-7-101. Chapter definitions. 
68-7-102. Medical cannabis commission. 
68-7-103. Members of commission — Oath of office. 
68-7-104. Official domicile — Meetings. 
68-7-105. Reimbursement for travel expenses. 
68-7-106. Executive director. 
68-7-107. Attachment of commission to department of health for administrative matters and 
support. 
68-7-108. Conflict of interest policy — Disclosures. 
68-7-109. Examination of laws and legislation — Recommendations and findings. 


68-7-101. Chapter definitions. 


For purposes of this chapter: 
(1) “Bona fide practitioner-patient relationship” means a practitioner and 


patient have a treatment or consulting relationship, during the course of 
which the practitioner has completed an assessment of the patient’s medical 
history and current medical disease or condition, including an appropriate 
examination and confirmation of the patient having a qualifying medical 
disease or condition; 

(2) “Commission” means the medical cannabis commission; 

(3) “Medical cannabis program”: 

(A) Means a program that authorizes the licensing or regulation of the 
cultivation, processing, shipping, or distribution of cannabis for medical 
use; and 

(B) Does not include a four-year public or private institution of higher 
education operating pursuant to § 39-17-402(16)(E); 

(4) “Practitioner” means a physician who is licensed to practice medicine 
in this state pursuant to title 63, chapter 6, or osteopathic medicine in this 
state pursuant to title 63, chapter 9; 

(5) “Qualifying medical disease or condition” means: 

(A) Alzheimer’s disease; 

(B) Amyotrophic lateral sclerosis (ALS); 

(C) Cancer, when such disease is diagnosed as end stage or the 
treatment produces related wasting illness, recalcitrant nausea and 
vomiting, or pain; 
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(D) Inflammatory bowel disease, including Crohn’s disease and ulcer- 
ative colitis; 

(E) Epilepsy or seizures; 

(F) Multiple sclerosis; 

(G) Parkinson’s disease; | 

(H) Human immunodeficiency virus (HIV) or acquired immunodefi- 
ciency syndrome (AIDS); or 

(I) Sickle cell disease; and 
(6) “Valid letter of attestation” means a letter signed and dated by a 

practitioner with whom the patient has a bona fide Pre One iar 
relationship, that: 

(A) Attests that the patient has a qualifying medical disease or Sanaa 
tion; 

(B) Specifies the patient’s qualifying medical disease or condition; 

(C) Attests that the patient has received conventional methods of 
treatment for the patient’s qualifying medical disease or condition and 
those methods have insufficiently addressed the patient’s disease or 
condition, or symptoms of the disease or condition; and 

(D) Is only valid six (6) months from the date of the practitioner’s 
signature, or to a date certain that is less than six (6) months from the date 
of the signature if specified by the practitioner. 


History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
§§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 


68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-102. Medical cannabis commission. 


(a) There is created the medical cannabis commission. The commission shall 
serve as a resource for the study of federal and state laws regarding medical 
cannabis and the preparation of legislation to establish an effective, patient- 
focused medical cannabis program in this state upon the rescheduling or 
descheduling of marijuana from Schedule I of the federal Controlled Sub- 
stances Act (21 U.S.C. § 801, et seq.). 

(b) This chapter does not authorize a medical cannabis program to operate 
in this state, and licenses for such a program shall not be issued, or authorized 
to be issued, until marijuana is removed from Schedule I of the federal 
Controlled Substances Act. 
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History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-103 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
8§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


68-7-103. Members of commission — Oath of office. 


(a) The commission consists of nine (9) members appointed as follows: 

(1) The speaker of the senate shall appoint three (3) members, with at 
least one (1) member being a physician licensed under title 63, chapter 6 or 
9 and one (1) member being a pharmacist licensed under title 63, chapter 10; 

(2) The speaker of the house of representatives shall appoint three (3) 
members, with at least one (1) member being a physician licensed under title 
63, chapter 6 or 9 and one (1) member being a pharmacist licensed under 
title 63, chapter 10; and 

(3) The governor shall appoint three (3) members, with one (1) appointed 
from each grand division. 

(b)(1) Initial appointments begin July 1, 2021, and expire as follows: 
(A) Terms for members appointed by the governor expire on June 30, 

2023; 

(B) Terms for members appointed by the speaker of the senate expire on 

June 30, 2024; and 

(C) Terms for members appointed by the speaker of the house of 

representatives expire on June 30, 2025. 

(2) Following the expiration of initial appointments as prescribed in 
subdivision (b)(1), all appointments to the commission are for terms of four 
(4) years and begin on July 1 and terminate on June 30. 

(3) All members serve until the expiration of the term to which they were 
appointed and until their successors are appointed. 

(4) Avacancy occurring prior to the expiration of the member’s term must 
be filled in the same manner as the vacated appointment for the remainder 
of the unexpired term. 

(5) Notwithstanding subdivision (b)(3), the appointing authority may 
remove a member appointed by the authority only for just cause, including 
misconduct, incompetency, or willful neglect of duty, after first delivering to 
the member a copy of the charges against the member. 

(6) Members are eligible for reappointment to the commission following 

the expiration of their terms; except, that no member may serve more than 
two (2) full four-year terms consecutively. 
(c)(1) The appointing authority shall remove from the commission a member 
who is absent from more than fifty percent (50%) of the scheduled commis- 
sion meetings in a twenty-four-month period and shall appoint a new 
member to fill the remainder of the unexpired term. 
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(2) The presiding officer of the commission shall promptly notify, or cause 
to be notified, the applicable appointing authority of a member who violates 

the attendance requirement described in subdivision (c)(1). 

(d) The members comprising the commission must be at least thirty (30) 
years of age and have been residents of this state for at least two (2) years 
preceding their appointment. 

(e) In making appointments to the commission, the appointing authorities 
shall strive to: 

(1) Ensure that the commission is composed of persons who are consid- 
ered experts in the fields of health care, mental health, business, manage- 
ment, agriculture, or law enforcement and have demonstrated a commit- 
ment to integrity, ethics, and professionalism; and ; 

(2) Select persons who are diverse in race, color, sex, ethnicity, national 
origin, and age, as reflected in the population of this state. 

‘(f) A person who has an economic interest in a business enterprise devoted 
to medical or recreational cannabis or hemp is not eligible for appointment to 
the commission. A commission member shall not acquire an economic interest 
in a business enterprise devoted to medical or recreational cannabis or hemp 
during the member’s term on the commission or within twelve (12) months 
following the expiration of the member’s term. The commission shall take 
adverse action, which may include a denial or suspension of a medical cannabis 
license for up to two (2) years, against a business enterprise devoted to medical 
or recreational cannabis or hemp that provides an economic interest to a 
commission member during the member’s term or within twelve (12) months 
following the expiration of the term. For purposes of this subsection (f), 
“economic interest” means employment or direct ownership of an equity 
interest in a business enterprise devoted to medical or recreational cannabis or 
hemp, including direct ownership of stock or shares of the business enterprise. 

(g) Prior to beginning their duties, each member of the commission shall 
take and subscribe to the oath of office provided for state officers. 


History. 
Acts 2021, ch’ 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


Compiler’s Notes. 
The medical cannabis commission, created by 


this section, terminates June 30, 2023. See 
§§ 4-29-112, 4-29-244. 

Former chapter 7, §§ 68-7-101 — 68-7-110 
(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
8§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, $ 1;"T.C.A5 53-310), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


68-7-104. Official domicile — Meetings. 


(a) The official domicile of the commission is in Nashville. All meetings of the 


commission must be held in Nashville. 


(b) The commission must be impaneled and hold its first meeting no later 
than October 1, 2021, at which time, and annually thereafter, the members 
shall elect a chair and other officers as the members deem necessary. 
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(c) The commission shall meet in Nashville at least once every two (2) 
months prior to March 1, 2023, and hold other meetings for any period of time 
as may be necessary for the commission to transact and perform its official 
duties and functions. Beginning March 1, 2023, the commission is authorized 
to meet less frequently than once every two (2) months; provided, that the 
commission shall set and hold regular meetings necessary for the commission 
to transact and perform its official duties and functions. The commission may 
hold a special meeting at any time it deems necessary and advisable in the 
performance of its official duties. Five (5) members of the commission consti- 
tute a quorum for the transaction of business or the performance of a duty, 
power, or function of the commission; provided, that five (5) affirmative votes 
_are required to adopt or report out a resolution or recommendation of the 
commission. A special meeting may be called by the chair or by a majority of 
the commission. The commission may participate by electronic or other means 
of communication pursuant to § 8-44-108 for the benefit of the public and the 
commission in connection with a meeting authorized by law; provided; that a 
physical quorum is maintained at the location of the meeting. 


History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
§§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


68-7-105. Reimbursement for travel expenses. 


All reimbursement for travel expenses must be in accordance with the 
comprehensive travel regulations as promulgated by the department of finance 
and administration and approved by the attorney general and reporter. 


History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-106. Executive director. 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
§§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


(a) The commission shall appoint an executive director qualified by educa- 
tion and experience. The executive director must demonstrate knowledge and 
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experience in the areas of public administration, public health, or law 
enforcement. 

(b) The commission shall fix the salary of the executive director, who shall 
serve at the pleasure of the commission. The executive director shall be the 
chief administrative officer of the commission and the appointing authority, as 
defined in § 8-30-103, exercising general supervision over all persons em- 
ployed by the commission. 

(c) The executive director has the following duties: 

(1) Keep a written record of all proceedings and transactions of the 
commission, which must be open to public inspection during regular office 
hours; 

(2) Assist the commission in researching and examining federal laws, the 
effectiveness of other states’ laws and legislation, and laws and legislation in 
this state relating to the medical use of cannabis; 

(3) Oversee the preparation of recommendations to the general assembly, 
including proposed legislation; 

(4) Represent the commission before the general assembly; 

(5) Prepare the agenda, including consent and emergency calendars, and 
notice to the general public of all meetings and public hearings of the 
commission; 

(6) Employ personnel, within the budget, to assist in carrying out this 
chapter; 

(7) Carry out all policies that are adopted by the commission; 

(8) Be responsible for the performance of all duties and functions del- 
egated by the commission; and 

(9) Supervise the expenditure of funds. 

(d) The executive director shall be reimbursed for travel expenses in 
accordance with the comprehensive travel regulations as promulgated by the 
department of finance and administration and approved by the attorney 
general and reporter. 


History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
§§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 


§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-107. Attachment of commission to department of health for ad- 
ministrative matters and support. 


The commission is attached to the department of health for administrative 
matters relating to budgeting, audit, and other related items, and for addi- 
tional administrative support, including the use of information technology 
systems, human resources support, and clerical assistance as may be neces- 
sary for the effective administration and enforcement of this chapter. 
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History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-109 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
8§ 5824.1-5824.9 (Williams, §§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


68-7-108. Conflict of interest policy — Disclosures. 


The commission shall adopt and implement a conflict of interest policy for its 
members. The policy must mandate annual written disclosures of financial 
interests and other possible conflicts of interest and an acknowledgement by 
commission members that they have read and understand all aspects of the 
policy. The policy must also require persons who are to be appointed to 
acknowledge, as a condition of appointment, that they are not in conflict with 


the conditions of the policy. 


History. 
Acts 2021, ch. 577, § 1. 


Code Commission Notes. Acts 2021, ch. 577, 
§ 1 enacted a new chapter 7, §§ 68-7-101 — 
68-7-108 and § 68-7-201 but the chapter has 
been reorganized so that § 68-7-201 was redes- 
ignated as § 68-7-101 and §§ 68-7-101 — 68-7- 
108 were redesignated as §§ 68-7-102 — 68-7- 


(Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
8§ 5824.1-5824.9 (Williams, 8§ 5824.2- 
5824.10); T.C.A. (orig. ed.), §§ 53-801 — 53- 
809; Acts 1975, ch. 35, § 1; T.C.A. 53-810), 
concerning malaria, was repealed by Acts 1984, 
ch. 805, § 12. 


Effective Dates. 
Acts 2021, ch. 577, § 4. May 27, 2021. 


109, by the authority of the Code Commission. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


68-7-109. Examination of laws and legislation — Recommendations 
and findings. 


(a) In anticipation of a potential rescheduling or descheduling of marijuana 
from Schedule I of the federal Controlled Substances Act (21 U.S.C. § 801, et 
seq.), the commission shall examine federal laws, the effectiveness of other 
states’ laws and legislation, and laws and legislation in this state relating to 
the medical use of cannabis, specifically considering issues relating to: 

(1) Patient qualification; 

(2) Patient registration; 

(3) The role of physicians, nurse practitioners, and physician assistants in 
recommending and prescribing the medical use of cannabis; 

(4) The role of pharmacists in medical cannabis programs for recommend- 
ing, prescribing, and dispensing medical cannabis; 

(5) Preventing nonmedical personnel from recommending, prescribing, 
and dispensing medical cannabis; 

(6) Licensing and regulation of facilities and providers of medical canna- 
bis services, including medical cannabis: 

(A) Cultivation; 
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(B) Processing; 
(C) Labelling; 
(D) Transporting; 
(E) Shipping; and 
(F) Distributing; 
(7) Establishing guidelines for determining acceptable medical uses; 
(8) Testing of medical cannabis to ensure product safety; 
(9) The role of other departments and state regulatory agencies and 
boards; 
(10) The role of law enforcement; 
(11) Current criminal laws relating to the possession and use of 
marijuana; | 
(12) Taxes and fees; 
(13)(A) The development of a recommended standard of care, including, 
but not limited to: 
(i) Medical certification of qualifying diseases or conditions; 
(i) Treatment methods; 
(iii) Medical history and physical examination, prior medication 
history, and history of substance abuse; 
(iv) Alternative modalities, including modalities attempted and used; 
(v) Dosing and route of administration recommendations; and 
(vi) Drug interactions and contraindications; and 
(B) Requiring that a board that licenses persons who would certify a 
qualifying medical disease or condition, or dispense medical cannabis, 
must consider recommended standards of care and adopt by policy an 
appropriate standard of care before a person licensed by such board may 
qualify a medical disease or condition, or dispense medical cannabis, 
under a state medical cannabis program; and 
(14) Other issues relevant to the medical use of cannabis. 

(b) For the purposes of facilitating patient reciprocity with other states, the 
commission shall prioritize the recommendations for the creation of a patient 
registration process or program that includes patients with a qualifying 
medical disease or condition recommended by the commission. 

(c) The commission shall prepare recommendations for how best to establish 
an effective, patient-focused medical cannabis program in this state and 
include proposed legislation in its recommendations, including provisions that 
create an independent and financially self-sufficient commission, to be gov- 
erned by its appointed members, to administer the program. With its recom- 
mendations regarding self-sufficiency, the commission shall also include a 
strategy for repaying the state general fund for appropriations it receives to 
establish the commission and any subsequent medical cannabis program. 

(d) The commission shall report its findings and recommendations to the 
general assembly relating to the medical use of cannabis in this state. The 
report must be submitted in writing to the chief clerks of the senate and the 
house of representatives and the legislative librarian no later than January 1 
of each year, beginning in 2022. The report may be submitted electronically. 
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History. (Acts 1945, ch. 41, §§ 2-10; C. Supp. 1950, 
Acts 2021, ch. 577, § 1. §§ 5824.1-5824.9 (Williams, §§ 5824.2- 

Code Commission Notes. Acts 2021, ch. 577, tear! ae ae soa Beer Gy ye 

§ 1 enacted a new chapter 7, §§ 68-7-101 — : fe Rae 35, 3 1; T.C.A. 53-810), 

68-7-108 and § 68-7-201 but the chapter has ©Cerning malaria, was repealed by Acts 1984, 

been reorganized so that § 68-7-201 was redes- ch. 805, § 12. 

ignated as § 68-7-101 and §§ 68-7-101 — 68-7- Effective Dates. 


108 were redesignated as §§ 68-7-102 — 68-7- 
109, by the authority of the Code Commission. Acts 2021, ch. 577, § 4. May 27, 2021. 


Compiler’s Notes. 
Former chapter 7, §§ 68-7-101 — 68-7-110 


CHAPTER 8 
RABIES 
68-8-101. Short title. 
Attorney General Opinions. nessee anti-rabies law. OAG 13-40, 2013 Tenn. 


Wilson County domestic animal tax and Ten- AG LEXIS 41 (5/23/13). 


68-8-104. Registration of cats and dogs — Fees — Rabies control 
program — Vaccination required for registration. 


Attorney General Opinions. nessee anti-rabies law. OAG 13-40, 2013 Tenn. 
Wilson County domestic animal tax and Ten- AG LEXIS 41 (5/23/13). 


68-8-105. Exempt programs. 


Attorney General Opinions. nessee anti-rabies law. OAG 13-40, 2013 Tenn. 
Wilson County domestic animal tax and Ten- AG LEXIS 41 (5/23/13). 
CHAPTER 10 


SEXUALLY TRANSMITTED DISEASES 


Section 

68-10-104. Officers to examine suspected persons and require treatment — Sources of infection to 
be investigated. 

68-10-116. Exposure of officers, emergency personnel or employees of Tennessee bureau of 
investigation’s crime laboratories to hepatitis or HIV virus — Testing of blood or 
body fluids. 


68-10-104. Officers to examine suspected persons and require treat- 
ment — Sources of infection to be investigated. 


(a)(1) State, district, county and municipal health officers or their authorized 
deputies, within their respective jurisdictions, are directed and empowered, 
when, in their judgment, it is necessary to protect the public health, to make 
an examination of a person reasonably suspected because of known clinical 
or epidemiological evidence of being infected with a STD of a communicable 
nature, and to require such person when found infected to report for 
treatment to a reputable physician or clinic, and continue treatment until 
discharged by the physician or clinic as noninfectious, or in a stage of the 
disease in which an infectious relapse will not occur, or to submit to 
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treatment provided at public expense until discharged as noninfectious, or in 
a stage of the disease in which an infectious relapse will not occur; and also, 
when in the judgment of the state, municipal or county health officer, it is 
necessary to protect the public health, to isolate and quarantine the person 
infected with a STD; provided, that any person so suspected may have 
present at the time of examination a physician of the person’s own choosing 
to participate in the examination. 

(2) Loitering about or residing in a house of assignation or prostitution or 
any other place where lewdness is practiced shall be construed as sufficient 
to suspect a person of being infected with a STD. 

(b) It is the duty of all health officers to investigate sources of infection of 
STDs and to cooperate with the proper officers whose duty it is to enforce laws 
directed against prostitution, lewdness and assignation and the spread of 
STDs. 

(c) The following healthcare officers and providers licensed in this state may 
examine, diagnose, and treat minors infected with STDs without the knowl- 
edge or consent of the parents of the minors, and shall incur no civil or criminal 
hability in connection with the examination, diagnosis, or treatment, except 
for negligence: 

(1) Any state, district, county, or municipal health officer; or 

(2) Any physician, nurse practitioner with a certificate of fitness and an 
appropriate supervising physician, nurse midwife who is an advanced 
practice registered nurse under § 63-7-126 and who has an appropriate 
supervising physician, or physician assistant with an appropriate supervis- 
ing physician. 


History. 


Acts 1921, ch. 106, § 4; Shan. Supp., 
§ 3116a11; Code 1932, § 5816; Acts 1943, ch. 
73, § 3; C. Supp. 1950, § 5816; Acts 1969, ch. 
39, § 1; T.C.A. (orig. ed.), § 53-1104; Acts 2017, 
ch. 266, § 1. 


lowing healthcare officers and providers li- 
censed in this state” for “Any state, district, 
county or municipal health officer or physician” 
at the beginning, and inserted commas follow- 
ing “diagnose” and “diagnosis”; and added (c)(1) 
and (c)(2). 


Amendments. 
The 2017 amendment, in the present intro- 
ductory language of (c), substituted “The fol- 


Effective Dates. 
Acts 2017, ch. 266, § 2. July 1, 2017. 


68-10-116. Exposure of officers, emergency personnel or employees of 
Tennessee bureau of investigation’s crime laboratories to 
hepatitis or HIV virus — Testing of blood or body fluids. 


(a)(1) If, during the course of arresting, transporting, or processing a person 
charged with the commission of a criminal offense, a law enforcement officer 
is exposed to the blood or other body fluid of the arrested person in any 
manner that presents a significant risk of transmission of the hepatitis virus 
or the HIV/AIDS virus, then the exposed officer may request that the 
arrested person’s blood be tested for the presence of the hepatitis virus and 
the HIV/AIDS virus, and such test shall be administered if requested. 

(2) If, during the course of receiving, analyzing, or transporting the blood 
or other body fluid of any person who has been arrested and charged with a 
criminal offense, an employee of any of the Tennessee bureau of investiga- 
tion’s crime laboratories is exposed to the blood or body fluid in any manner 
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that presents a significant risk of transmission of the hepatitis virus or the 
HIV/AIDS virus, then the exposed employee may request that the arrested 
person’s blood be tested for the presence of the hepatitis virus and the 
HIV/AIDS virus, and such test shall be administered if requested. 

(3) If, while acting in the scope of duty, a firefighter, emergency medical 
technician-paramedic, or emergency medical technician is exposed to the 
blood or other body fluid of an arrested person in any manner that presents 
a significant risk of transmission of the hepatitis virus or the HIV/AIDS 
virus, then the exposed individual may request that the arrested person’s 
blood be tested for the presence of the hepatitis virus and the HIV/AIDS 
virus, and such test shall be administered if requested. 

(b) Testing shall occur at a licensed health care facility, with the cost to be 
paid by the state, county, or municipal subdivision that employs the law 
enforcement officer, fire fighter, emergency medical technician-paramedic, 
emergency medical technician, or employee of the crime laboratory of the 
Tennessee bureau of investigation. Any person who, acting at the written 
request of a law enforcement officer, fire fighter, emergency medical technician- 
paramedic, emergency medical technician, or employee of the crime laboratory 
of the Tennessee bureau of investigation, withdraws blood from a person for 
the purpose of making the test, shall not incur any civil or criminal liability as 
a result of the withdrawing of the blood, except for any damages that may 
result from the negligence of the person withdrawing the blood. Neither shall 
the hospital or licensed health care facility incur, except for negligence, any 
civil or criminal! liability as a result of the act of withdrawing blood from any 
person. The results of the testing shall be confidential; provided, that the law 
enforcement officer, fire fighter, emergency medical technician-paramedic, 
emergency medical technician, or employee of the crime laboratory of the 
Tennessee bureau of investigation, exposed to the blood or other body fluid 
shall have the right to request the results of the testing and the person 
providing the test results shall be immune from liability in the same manner 
as is provided in § 68-10-115. 

(c) As used in this section, “law enforcement officer” includes an employee of 
any of the Tennessee bureau of investigation’s crime laboratories, firefighter, 
emergency medical technician-paramedic, or emergency medical technician; 
provided, however, that nothing in this section shall grant any law enforce- 
ment authority to a person who does not otherwise have the authority. 


History. 
Acts 1994, ch. 914, § 1; 2005, ch. 17, §§ 1, 2; 
2011, ch. 270, § 1; 2017, ch. 345; §$ 1); 2. 


Amendments. 

The 2017 amendment, throughout (a), substi- 
tuted “may request” for “has the right to re- 
quest” and substituted “hepatitis virus” for 


“hepatitis B virus”; in (a)(2) deleted “B” follow- 
ing “hepatitis” near the middle and added “, 
and such test shall be administered if re- 
quested” at the end of (a)(1), (a)(2) and (a)(3); 
and added (c). 


Effective Dates. 
Acts 2017, ch. 345, § 3. May 9, 2017. 


Section 


68-11-201. 
68-11-202. 


68-11-203. 
68-11-204. 
68-11-207. 
68-11-209. 


68-11-210. 
68-11-21. 


68-11-213. 
68-11-216. 


68-11-218. 


68-11-221. 
68-11-222. 
68-11-226. 
68-11-233. 
68-11-239. 
68-11-240. 
68-11-241. 
68-11-242. 
68-11-243. 
68-11-244. 


68-11-245 


68-11-252. 
68-11-255. 
68-11-256. 
68-11-260. 


68-11-272. 


68-11-304. 


68-11-314. 


68-11-3802. 
68-11-812. 


68-11-813. 


68-11-8315. 
68-11-3830. 
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CHAPTER 11 
HEALTH FACILITIES AND RESOURCES 


Part 2. Regulation of Health and Related Facilities 


Part definitions. 
Licensing and regulation by department — Creation and powers of board — Fire and 
.life safety regulations — Municipal regulatory conflicts — Submission of construc- 
tion plans to department — Standards for accessibility by handicapped — Use of 
endoscopy technicians — Radiologic services — Amendment of licensure rules. 
Board for licensing health care facilities. 
Requirement for license — Governmental institutions exempted. 
Suspension or revocation of license — Grounds — Procedure — Probation. 
Rules and regulations governing operation — Adoption by board — Waiver — 
Certification of administrator — Rules governing training and testing of nursing 
assistants — Outpatient services off main campus — Compliance with board rules. 


Inspections — Reports — Federal accreditation exemption. 

Reporting incidents of abuse, neglect and misappropriation — Reporting specific 
incidents that might result in a disruption in the delivery of health care services — 
Confidentiality. 


Injunctions and penalties — Promulgation of regulations. 

Promulgation of rules and regulations as to fees — Licensures and annual renewal 
fees. 

Report of disciplinary action and referral to or participation in professional assistance 
program. 

Deficiencies in facilities—Special monitors. 

Acquired immune deficiency syndrome (AIDS) — Policies. 

Licensing of home medical equipment provider. 

Criminal background check of applicants. 

Central service technician. 

Participation in drug donation repository program. 

Promulgation of rules to permit disposal of prescription drugs. 

Differentiation between licensed physicians based on maintenance of certification. 

Collection of out-of-network charges by healthcare facility. 

Certified medical assistants. 

— 68-11-249. [Reserved.] 

Suspension of admission to facilities detrimental to health, safety or welfare of patients 
or residents. 

Procedure for surrendering custody of unwanted infant without criminal liability. 

Criminal background checks on direct care employees of nursing homes. 

Electronic transmission of physician, advanced practice registered nurse, or physician 
assistant orders. 

Patient safety and quality improvement — Burden of proving bad faith and malice. 


Part 3. Medical Records Act of 1974 


Records property of hospitals — Access — Not public records — Funding for medical 
record requests — Access during time of public health threat. 

Obtaining records to facilitate investigations regarding opiate drug abuse, overdoses, 
and deaths. 


Part 8. Deficient Nursing Homes 


Type A civil monetary penalties. 

Notice that violation is or may constitute basis of suspension of admissions or civil 
monetary penalty. 

Initiation of type A penalty proceedings — Suspension of admissions — Contests — 
Hearings. 

Filing of documents — Dismissal and reinstatement of proceedings. 

Intermediate care facilities for individuals with intellectual disabilities (ICF/IID) — 
Exercise of enforcement powers — Taxation. 
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Part 10. Registry of Persons Who Have Abused, Neglected, or Misappropriated the Property of 


Section 


68-11-1002. 
68-11-1003. 


68-11-1006. 


68-11-1302. 
68-11-1303. 
68-11-1304. 
68-11-1305. 
68-11-1306. 
68-11-1307. 


68-11-1308. 
68-11-1310. 


68-11-1404. 


Vulnerable Individuals 


Part definitions. 

Prerequisites to including name on registry — Notice to alleged perpetrator — 
Removal of name from registry. 

Promulgation of rules. 


Part 13. Hospital Cooperation ACT of 1993 


Part definitions. 

Cooperative agreements — Certificate of public advantage. 

Judicial review. 

Judicial remedies and procedures — Subpoenas — Actions — Injunctions. 

Protections, effectiveness, validity and applicability of agreements. 

Application fees — Contracting with and compensation of qualified experts, assis- 
tants and examiners — Rules and regulations. 

Restrictions on interpretation and authority. 

Prohibited disclosure of confidential and proprietary information in connection with 
hospital cooperative agreements. 


Part 14. Alzheimer’s Disease Treatment 


Disclosure of Alzheimer’s disease treatment — Form. 


Part 16. Tennessee Health Services and Planning Act of 2002 [Effective until October 1, 2021. 


68-11-1601. 
68-11-1602. 
68-11-1603. 
68-11-1604. 


68-11-1605. 
68-11-1606. 


68-11-1607. 


68-11-1608. 
68-11-1609. 
68-11-1610. 


68-11-1611. 
68-11-1612. 
68-11-1613. 
68-11-1614. 
68-11-1615. 
68-11-1616. 
68-11-1617. 
68-11-1618. 
68-11-1619. 
68-11-1620. 
68-11-1621. 
68-11-1622. 
68-11-1623. 
68-11-1624. 
68-11-1625. 
68-11-1626. 


68-11-1627. 
68-11-1628. 
68-11-1629. 
68-11-1630. 
68-11-1631. 
68-11-1632. 


See the version effective on October 1, 2021.] 


Short title. 

Part definitions. 

Policy. 

Health services and development agency — Creation — Composition — Appoint- 
ments — Terms — Compensation — Officers — Meetings — Conflict of interest. 

Powers and duties of agency. 

Executive director of agency — Appointment — Salary — Duties — Delegation of 
authority — Review. 

Certificate of need — Applications — Exemptions — Registration of equipment — 
Critical access hospital designation. 

Review of applications — Report. 

Decision on application. 

Contested case hearings— Petition — Procedure — Arbitration and mediation 
alternatives — Orders — Costs. 

Review of progress — Revocation of certificate. 

Enjoining violations — Jurisdiction. 

Appropriation/expenditures impact statement. 

Independent review and verification of information submitted to agency. 

Independent review and verification of information for joint annual report. 

Written documentation and explanation for grant or denial of certificate of need. 

Violations — Penalties. 

Change of ownership — Notice to agency. 

Revocation of certificate of need — Grounds. 

Nontransferability of certificate of need. 

Certificates of need — Criteria. 

Application for medicare skilled nursing facility (SNF) beds. 

Account for disposition of fees — Budget. 

Participation by local governing body in hearing for certificate of need application. 

State health planning division of the department of finance and administration. 

Meeting for organizational and other purposes — Administration of certificate of need 
process. 

Replacement facility applications — Certificates of need for nursing home beds. 

[Repealed.] 

[Repealed.] 

Delegation of authority to the department to issue new license to successor owner. 

[Repealed.] 

[Repealed.] 


68-10-116 


Section 


68-11-1633. 


68-11-1634. 
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Development of measures for assessing quality of entities receiving certificate of need 


— Failure to meet quality measures — Penalties. 
[Repealed.] 


Part 16. Tennessee Health Services and Planning Act of 2021 [Effective on October 1, 2021. See 


68-11-1601. 
68-11-1602. 
68-11-1603. 
68-11-1604. 


68-11-1605. 
68-11-1606. 
68-11-1607. 
68-11-1608. 


68-11-1609. 
68-11-1610. 


68-11-1611. 
68-11-1612. 
68-11-1613. 
68-11-1614. 
68-11-1615. 
68-11-1616. 
68-11-1617. 
68-11-1618. 
68-11-1619. 


68-11-1620. 
68-11-1621. 


68-11-1622. 
68-11-1623. 
68-11-1624. 
68-11-1625. 


68-11-1626. 


68-11-1803. 


68-11-2101. 
68-11-2102. 


the version effective until October 1, 2021.] 


Short title. [Effective on October 1, 2021] 

Part definitions. [Effective on October 1, 2021] 

Pelicy. [Effective on October 1, 2021] 

Health services and development agency — Creation — Gimipesitaett — Appoint- 
ments — Terms — Compensation — Officers — Meetings — Conflict of interest. 
[Effective on October 1, 2021] 

Powers and duties of agency. [Effective on October 1, 2021] | 

Executive director of agency — Appointment — Salary — Duties — Delegation of 
authority — Review. [Effective on October 1, 2021] 

Certificate of need — Applications — Exemptions — Registration of equipment — 
Critical access hospital designation. [Effective on October 1, 2021] 

Applications on consent or emergency calendars — Authority to grant emergency 
certificate of need. [Effective on October 1, 2021] 

Decision on application. [Effective on October 1, 2021] 

Contested case hearings — Petition — Procedure — Arbitration and mediation 
alternatives — Orders — Costs. [Effective on October 1, 2021] 

Review of progress — Revocation of certificate. [Effective on October 1, 2021] 

Enjoining violations — Jurisdiction. [Effective on October 1, 2021] 

Appropriation/expenditures impact statement. [Effective on October 1, 2021] 

Information submitted to agency by commissioners of health, mental health and 
substance abuse services, and intellectual and developmental disabilities. [Effec- 
tive on October 1, 2021] 

Independent review and verification of information for joint annual report. [Effective 
on October 1, 2021] 

Violations — Penalties. [Effective on October 1, 2021] 

Revocation of certificate of need — Grounds. [Effective on October 1, 2021] 

Nontransferability of certificate of need. [Effective on October 1, 2021] 

Application for medicare skilled nursing facility (SNF) beds. [Effective on October 1, 
2021] 

Account for disposition of fees — Budget. [Effective on October 1, 2021] 

Participation by local governing body in hearing for certificate of need application. 
[Effective on October 1, 2021] 

State health planning division of the department of health. [Effective on October 1, 
2021] 

Replacement facility applications — Certificates of need for nursing home beds. 
[Effective on October 1, 2021] 

Delegation of authority to the department to issue new license to successor owner. 
[Effective on October 1, 2021] 

Development of measures for assessing quality of entities receiving certificate of need 
— Failure to meet quality measures — Penalties. [Effective on October 1, 2021] 
Renewal of license for closed hospitals in rural or distressed counties. [Effective on 

October 1, 2021] 


Part 18. Tennessee Health Care Decisions Act 


Oral or written individual instructions — Advance directive for health care — When 
effective — Decisions based on best interest assessment — Out-of-state directives 
— Construction. 


Part 21. Stroke Treatment 


Part definitions. 
Recognition of hospitals with stroke-related designations. 
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PART 2 
REGULATION OF HEALTH AND RELATED FACILITIES 


68-11-201. Part definitions. 


As used in this part, unless the context otherwise requires: 

(1) “Adult care home” means a single family residence licensed pursuant 
to this part in which twenty-four-hour residential care, including assistance 
with activities of daily living, is provided in a homelike environment to no 
more than five (5) adults who are elderly or have a disability. Adult care 
homes shall be licensed as Level 2 homes, and meet standards prescribed in 
this part and in regulations promulgated by the board pursuant to this part. 
“Adult care home” does not include any facility otherwise licensed by the 
department of mental health and substance abuse services; 

(2) “Adult care home provider” means a person twenty-one (21) years of 
age or older who owns and operates an adult care home and meets all 
education, training and experience requirements prescribed in this part and 
in regulations promulgated by the board pursuant to § 68-11-209. An adult 
care home provider may serve up to five (5) adults who are elderly or have a 
disability and who are unrelated to the adult care home provider by blood or 
marriage. An adult care home provider may choose to serve one (1) or more 
adult members of their own family if those adult members are elderly or 
have a disability, in which case, the adult care home provider shall be 
required to serve at least two (2) additional adults who are elderly or have a 
disability if those additional adults are unrelated to the adult care home 
provider by blood or marriage, for a total of no more than five (5) residents 
in the adult care home who are elderly or have a disability. An adult care 
home provider shall live in the adult care home or employ a resident 
manager to live in the residence; 

(3) “Ambulatory surgical treatment center” means any institution, place, 
or building devoted primarily to the maintenance and operation of a facility 
for the performance of surgical procedures or any facility in which a surgical 
procedure is utilized to terminate a pregnancy. Such facilities shall not 
provide beds or other accommodations for the stay of a patient to exceed 
twelve (12) hours duration; provided, that the length of stay may be 
extended for an additional twelve (12) hours in the event such stay is deemed 
necessary by the attending physician, the facility medical director, or the 
anesthesiologist for observation or recovery, but in no event shall the length 
of stay exceed twenty-four (24) hours. No patient for whom a surgical 
procedure is utilized to terminate a pregnancy shall stay at such a facility for 
a period exceeding twelve (12) hours. Individual patients shall be discharged 
in an ambulatory condition without danger to the continued well-being of the 
patients or shall be transferred to a hospital. Excluded from this definition 
are private physicians’ office practices where a total of fifty (50) or fewer 
surgical abortions are performed in any calendar year; 

(4) The purpose of assisted-care living facility services is to promote the 
availability of residential alternatives to institutional care for persons who 
are elderly or who have disabilities in the least restrictive and most 
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homelike environment appropriate. Assisted-care living facility services 
shall be driven by a philosophy that emphasizes personal dignity, respect, 
autonomy, independence and privacy and should, to the maximum extent 
appropriate, enhance the person’s ability to age in place, while also ensuring 
that the person’s medical and other needs are safely and effectively met; 

(A) “Assisted-care living facility” means a facility, building, establish- 
ment, complex or distinct part thereof that accepts primarily aged persons 
for domiciliary care and services as described in this section; 

(B) An assisted-care living facility shall provide on site to its residents 
room and board and non-medical living assistance services appropriate to 
each resident’s needs, such as assistance with bathing, dressing, groom- 
ing, preparation of meals and other activities of daily living; 

(C) Subject to limitations specified in this subdivision (4), an assisted- 
care living facility may also provide on site to its residents administration 

~ of medications that are typically self-administered, excluding intravenous 
injections, except as permitted pursuant to subdivisions (5)(D) and (E), 
and all other medical services as prescribed by each resident’s treating 
physician that could be provided to a private citizen in the person’s own 
home by an appropriately licensed or qualified health care professional or 
entity, such as part-time or intermittent nursing care, various therapies 
including physical, occupational and speech therapy, podiatry care, medi- 
cal social services, medical supplies other than drugs and biologicals, 
durable medical equipment and hospice services; 

(i) Such medical services that may be provided in the assisted-care 
living facility must be provided by appropriately licensed or qualified 
staff or contractors of the assisted-care living facility, a licensed home 
care organization, another appropriately licensed entity or by the 
appropriately licensed staff of a nursing home, acting within the scope of 
their respective licenses; 

(ii) Nothing in this subdivision (4) shall authorize assisted-care living 
facilities to provide medical services to assisted-care living facility 
residents if the services are reimbursable under the federal medicare 
program; 

(111) Oversight of medical services provided by licensed health care 
professionals and entities in an assisted-care living facility shall be 
provided in a manner that is consistent with the oversight of services 
provided by the licensed health care professionals or entities in private 
residential settings as defined through rules and regulation promul- 
gated by the applicable licensing board and as may be further defined 
through rules and regulations promulgated by the board for licensing 
health care facilities pursuant to this section to ensure the quality of 
care received; 

(iv) The assisted-care living facility shall be responsible for the 
development of a plan of care that ensures the safety and well-being of 
the resident’s living environment and for the provision of the resident’s 
health care needs. Furthermore, any licensed health care professional or 
entity that is delivering services to the resident in the assisted-care 
living facility shall be available to assist in the plan of care development 
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and to assess, plan, monitor, direct and evaluate the resident’s care in 
conjunction with the resident’s physician and in cooperation with the 
assisted-care living facility; 

(v) Assisted-care living facilities shall be subject to licensure and 
must meet such requirements and minimum standards as the board 
prescribes in regulations pursuant to § 68-11-209. In the regulations, 
the board shall specifically address the needs of residents who may 
receive medical services provided pursuant to this part, including 
documentation of physician orders and nursing and treatment records of 
all medical services provided in the assisted-care living facility in an 
appropriate medical record maintained by the facility, regardless of 
whether the services are rendered by appropriately licensed or qualified 
staff of the assisted-care living facility or by arrangement with an 
outside entity; 

(vi) The board shall also, in consultation with the state fire marshal, 
include in such regulations fire safety standards that afford reasonable 
protection to assisted-care living facility residents without unduly 
disturbing the residential atmosphere to which they are accustomed; 

(5) “Assisted-care living facility resident” means primarily an aged person 


who requires domiciliary care and who, upon admission to the facility, if not 
ambulatory, is capable of self-transfer from the bed to a wheelchair or similar 
device and is capable of propelling the wheelchair or similar device indepen- 
dently. Such resident may require one (1) or more of the services described 
in subdivision (4); 


(A) An assisted-care living facility resident shall be transferred to a 
licensed hospital, licensed nursing home or other appropriate setting if the 
resident, the appropriate person with legal authority to make such 
decisions on behalf of the resident, the assisted-care living facility admin- 
istrator or the resident’s treating physician determine that the services 
available to the resident in the assisted-care living facility, including 
medical services provided pursuant to subdivision (4)(C), will not safely 
and effectively meet the resident’s needs. This subdivision (5)(A) shall not 
be interpreted as limiting the authority of the board or the department to 
require the transfer or discharge of individuals to different levels of care as 
required by statute when the resident’s needs cannot be safely and 
effectively met by care provided in the assisted-care living facility, includ- 
ing medical services provided pursuant to subdivision (4)(C); 

(B) Subject to limitations specified in subdivisions (5)(C) and (D), an 
assisted-care living facility may admit and permit the continued stay of a 
person who meets medical eligibility, i.e., level of care requirements for 
nursing facility services as defined by the bureau of TennCare, so long as 
the person’s treating physician certifies that the person’s needs can be 
safely and effectively met by care provided in the assisted-care living 
facility, including medical services provided pursuant to subdivision 
(4)(C), and the assisted-care living facility can provide assurance of timely 
evacuation in a fire or emergency; 

(C) Assisted-care living facilities shall not admit nor permit the contin- 
ued stay of: 


68-11-201 HEALTH 102 


(i) A person requiring treatment for a stage III or IV decubitus ulcer 
or with exfoliative dermatitis; 

(ii) A person who requires continuous nursing care. For purposes of 
this subdivision (5)(C)(ii), “continuous nursing care” means round-the- 
clock observation, assessment, monitoring, supervision or provision of 
nursing services that can only be performed by a licensed nurse; 

(iii) A person who has an active, infectious and reportable disease in 
a corhmunicable state that requires contact isolation; 

(iv) A person whose verbal or physical aggressive behavior poses an 
imminent physical threat to the person or others, based not on the 
person’s diagnosis, but on the behavior of the person; a 

(v) A person requiring physical or chemical restraints, not including 
psychotropic medications prescribed for a manageable mental disorder 
or condition; or 

(vi) A person whose needs cannot be safely and effectively met in the 
assisted-care living facility; 

(D) Assisted-care living facilities shall not admit, but may permit the 
continued stay in the facility of, existing residents who require the 
treatments specified in subdivisions (5)(D)(i)-(iv) only on an intermittent 
basis or who are receiving hospice care from an appropriately licensed 
provider, as permitted pursuant to subdivision (5)(E). If the treatments 
are intermittent and extend beyond twenty-one (21) days, no more than 
two (2) additional twenty-one-day extensions may be granted by the 
assisted-care living facility; provided, that the resident’s treating physi- 
cian certifies that the person’s intermittent need for the treatment can be 
safely and effectively met by care provided in the assisted-care living 
facility, including medical services provided pursuant to subdivision 
(4)(C). Assisted-care living facilities shall not permit the continued stay in 
the facility of existing residents who require the treatments on an ongoing, 
rather than intermittent basis, unless a resident who requires the 
treatments on an ongoing basis does not qualify for nursing facility level 
of care, in which case a waiver may be granted by the board for licensing 
health care facilities allowing the person to remain in the assisted-care 
living facility. A person who requires any of the treatments specified in 
subdivisions (5)(D)(i)-Gv) and who is able to self-care for the person’s 
condition without the assistance of facility personnel or other appropri- 
ately licensed entity shall not be subject to these limitations and may be 
admitted or permitted to continue as a resident in an assisted-care living 
facility: 

(i) Nasopharyngeal or tracheotomy aspiration; 

(ii) Nasogastric feedings; 

(iii) Gastrostomy feedings; or 

(iv) Intravenous therapy or intravenous feedings; 

(E) Notwithstanding any other provision of this subdivision (5), any 
assisted-care living facility resident, including residents and new admis- 
sions who have qualified for hospice care prior to admission to the 
assisted-care living facility, shall be able to receive hospice care services 
and continue as a resident of the assisted-care living facility as long as the 
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resident’s treating physician certifies that hospice care can be appropri- 

ately provided at the facility. In addition, the hospice provider and the 

assisted-care living facility are jointly responsible for the development of 

a plan of care that ensures the safety and well-being of the resident’s living 

environment and for the provision of the resident’s health care needs. 

Furthermore, the hospice provider shall be available to assess, plan, 

monitor, direct and evaluate the resident’s palliative care in conjunction 

with the resident’s physician and in cooperation with the assisted-care 
living facility; 

(F) The board for licensing health care facilities shall not promulgate 
any regulation, make any determination, issue any waiver, take any 
action or refuse to take action that has the effect of permitting an 
assisted-care living facility to provide care to persons or to admit or permit 
the continued stay of such persons except in accordance with this subdi- 
vision (5); eas ioe 
(6) “Assistive technology practitioner (ATP)” means service providers 

primarily involved in evaluating the consumer’s needs yy training in the 
use of a prescribed wheeled mobility device; 

(7) “Assistive technology supplier (ATS)” means service providers in- 
volved in the sale and service of commercially available wheeled mobility 
devices; 

(8) “Birthing center” means any institution, facility, place or building 
devoted exclusively or primarily to the provision of routine delivery services 
and postpartum care for mothers and their newborn infants; 

(9) “Board,” unless otherwise indicated, means the board for licensing 
health care facilities; 

(10) “Commissioner” means the commissioner of health, the commission- 
er’s authorized representative, or in the event of the commissioner’s absence 
or a vacancy in the office of commissioner, the deputy commissioner of 
health; 

(11) [Deleted by 2013 amendment.] 

(12) “Dentist” means a doctor of dental science who is duly licensed to 
practice dentistry in this state; 

(13) “Department” means the department of health; 

(14) “Evaluation” means the determination and documentation of the 
physiological and functional factors that impact the selection of an appro- 
priate seating and wheeled mobility device; 

(15) “Facility” means any institution, place or building providing health 
care services that is required to be licensed under this chapter; 

(16) “HIV resident” means any individual who is in need of domiciliary 
care and who has been diagnosed and certified in writing by a licensed 
physician as being human immunodeficiency virus (HIV) positive; 

(17)(A) “Home care organization” provides home health services, home 

medical equipment services, professional support services or hospice 

services to patients on an outpatient basis in either their regular or 
temporary place of residence. An entity is a home care organization if it 
does any of the following: 

(i) Holds itself out to the public as providing home health services, 
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home medical equipment services or hospice services; 

(ii) Contracts or agrees to deliver home health services, home medical 
equipment services or hospice services; 

(iii) Accepts, in the organization’s name, physician orders for home 
health services, home medical equipment services or hospice services; 

(iv) Accepts responsibility for the delivery of home health services, 
home medical equipment services or hospice services; or 

(v) Contracts to provide professional support services with the state 
agency financially responsible for services to individuals with mental 
intellectual or developmental disabilities; 

(B) The absence of one (1) or more of the factors in (17)(A)G)-(v) does not 
necessarily exclude the entity from the meaning of this definition; 

(C) If the entity is not included within the terms of this definition, the 
entity shall not be considered to be a home care organization solely 

_ because it offers to refer individuals who are available for employment by 
consumers through personal contract or individual agreement to deliver 
home health services, home medical equipment services, professional 
support services or hospice services that are either within the scope of the 
individual’s professional license or is a homemaker service, and which 
service must be delivered independently of the agency or organization that 
made the referral; 

(D) The board shall establish, by rules, standards of authorization for a 

home care organization to be qualified to provide home health services, 
home medical equipment services or hospice services. No person shall 
provide a designated category of services unless appropriately authorized 
by the board. Licensure surveys of a home care organization shall be 
specific to the type of service categories for which the home care organi- 
zation has been authorized. The standards for hospice shall include 
requirements for a medically directed team of professionals and volun- 
teers to create a program of care to meet the medical, nursing, social, 
psychological, emotional, spiritual and other special needs that are expe- 
rienced in the final stages of illness, during dying and bereavement for 
families following the death of the patient. The standards for licensure of 
professional support services shall be the same as those applicable to 
personal support services agencies licensed under title 33; provided, that 
the department adopts by rule additional standards specifically for pro- 
fessional support services after consultation with the commissioner of 
mental health and substance abuse services. In regulating home care 
organizations authorized to provide professional support services, the 
department shall rely on the review of the organizations conducted by the 
department of mental health and substance abuse services, and the survey 
by the department of the organization shall not duplicate the reviews 
conducted by the department of mental health and substance abuse 
services; 
(18)(A) “Home for the aged” means a home represented and held out to the 
general public as a home which accepts primarily aged persons for 
relatively permanent, domiciliary care. A home for the aged provides room, 
board and personal services to four (4) or more nonrelated persons; 
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(B) The residential home for the aged shall be subject to licensure and 
meet such requirements and minimum standards as the board shall 
prescribe in regulations pursuant to § 68-11-209. The board shall, after 
consultation with the state fire marshal, include in the regulations fire 
safety standards that afford reasonable protection to homes for the aged 
residents without unduly disturbing the residential atmosphere to which 
they are accustomed. No license to operate a residential home for the aged 
shall be issued if the home is not approved by the local zoning, building 
and fire safety authorities to provide residential custodial care. The board 
shall employ one (1) or more fire safety experts who shall be annually 
certified to be qualified in fire safety by the state fire marshal. Notwith- 
standing approval of a home by the local authorities, the board shall 
consider any recommendation of its staff member or members thus 
certified to be qualified in deciding whether an application for a license to 
operate a residential home for the aged ought to be granted. In the absence 
of local authority and when deemed necessary by the board, approval of 
the home by the board’s certified fire safety expert is required. The board 
has sole authority to issue and revoke licenses for homes.for the aged. The 
board has the authority to establish fees. The board has the authority to 
determine whether or not any institution or agency comes within the scope 
of this part, and its decisions in that regard shall be subject only to such 
rights of review as the courts exercise with respect to administrative 
actions; 

(C) A residential home for the aged is authorized to administer medi- 
cations to residents only if it employs or contracts with a physician, nurse, 
or physician assistant to administer medications to residents; 

(19) “Home for the aged resident” means a person who is ambulatory and 
who requires permanent, domiciliary care but will be transferred to a 
licensed hospital, a licensed assisted living facility, or a licensed nursing 
home when health care services are needed that must be provided in those 
other facilities; 

(20) “Home health service” means a service provided an outpatient by an 
appropriately licensed health care professional or an appropriately qualified 
staff member of a licensed home care organization in accordance with orders 
recorded by a physician, advanced practice registered nurse, or physician 
assistant, that includes one (1) or more of the following: 

(A) Skilled nursing care, including part-time or intermittent supervi- 
sion; 

(B) Physical, occupational or speech therapy; 

(C) Medical social services; 

(D) Home health aide services; 

(E) Medical supplies and medical appliances, other than drugs and 
pharmaceuticals, when provided or administered as part of, or through the 
provision of, the services described in subdivisions (17)(A)-(D); 

(F) Any of the items and services listed in subdivisions (20)(A)-(E) that 
are provided on an outpatient basis under arrangements made by the 
home care organization at a hospital, nursing home facility or rehabilita- 
tion center and the furnishing of which involves the use of equipment of 
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to the individual in the individual’s home, or that are furnished at such 
facility while the individual is there to receive any such item or service, 
but not including transportation of the individual in connection with any 
such item or service; 

(G)(i) For the purpose of defining “home health service” only, “physician” 

also includes a person who is licensed to practice medicine or osteopathy 

in a state contiguous to Tennessee, to the extent the physician has 
referred a patient residing in this state to a home care organization 
licensed under this part; provided, that nothing in this subdivision 

(20)(G) shall be construed as authorizing a non-resident physician or 

osteopath to practice in violation of § 63-6-201 or § 63-9-104, respec- 

tively. A physician who is not licensed to practice medicine or osteopathy 

in this state shall not refer a patient who is a resident of this state to a 

home care organization licensed under this part, unless the physician 

has previously provided treatment to the patient and has had an 
ongoing physician-patient relationship with the person for whom the 
referral is made; 

(ii) For the purposes of defining “home health service” only, “physi- 
cian” includes a podiatrist licensed under title 63, chapter 3; provided, 
however, that any home health service ordered is a follow-up to 
treatment provided to the patient by the podiatrist; 

(H) Notwithstanding any other law to the contrary, a licensed practical 
nurse employed by a home care organization, acting pursuant to the 
written order of a licensed physician, may provide respiratory care to a 
home care organization patient, except for the maintenance and manage- 
ment of life support equipment; 

(I) Home- and community-based services provided to individuals 
through the department of education or a local education agency (LEA) 
and home- and community-based services provided to individuals by a 
county health department are not home health services for purposes of 
this chapter; and 

(J) “Home health service” does not include services provided in the 
home by a sole practice therapist, when such services are within the scope 
of the therapist’s license and incidental to services provided by the sole 
practice therapist in the office. For purposes of this subdivision (20)(J), a 
sole practice therapist means a therapist licensed under title 63, chapter 
13 or 17, who is in sole practice and not in a business arrangement with 
any other therapist or other healthcare provider. Nothing in this subdivi- 
sion (20)(J) shall exclude a sole therapist from the requirement of this 
section relative to professional support services; 

(21)(A) “Home medical equipment” means medical equipment intended for 
use by the consumer, including, but not limited to, the following: 

(i) A device, instrument, apparatus, machine, or other similar article 
whose label bears the statement: “Caution: Federal law requires dis- 
pensing by or on the order of a physician.”; 

(ii) Ambulating assistance equipment; 

Gui) Mobility equipment; 
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(iv) Rehabilitation seating; 

(v) Oxygen care equipment and oxygen delivery systems; 

(vi) Respiratory care equipment and respiratory disease manage- 
ment devices; 

(vii) Rehabilitation environmental control equipment; 

(viii) Ventilators; 

(ix) Apnea monitors; 

(x) Diagnostic equipment; 

(xi) Feeding pumps; 

(xii) A bed prescribed by a physician to treat or alleviate a medical 
condition; 

(xiii) Transcutaneous electrical nerve stimulator; 

(xiv) Sequential compression devices; and 

(xv) Neonatal home phototherapy devices; 

(B) “Home medical equipment” does not include: 

(i) Medical equipment used or dispensed in the normal course of 
treating patients by hospitals and nursing facilities as defined in this 
part, other than medical equipment delivered or dispensed by a separate 
unit or subsidiary corporation of a hospital or nursing facility or agency 
that is in the business of delivering home medical equipment to an 
individual’s residence; 

(ii) Upper and lower extremity prosthetics and related orthotics; 

(iii) Canes, crutches, walkers, and bathtub grab bars; 

(iv) Medical equipment provided through a physician’s office incident 
to a physician’s service; 

(v) Equipment provided by a pharmacist which is used to administer 
drugs or medicine that can be dispensed only by a pharmacist; or 

(vi) Enteral and parenteral equipment provided by a pharmacist; 

(22) “Home medical equipment provider” means any person who provides 
home medical equipment services; 

(23) “Home medical equipment services” means a service provided by any 
person who sells or rents home medical equipment for delivery to the 
consumer’s place of residence in this state, regardless of the location of the 
home medical equipment provider. For purposes of this subdivision (23), 
“delivery to the consumer’s place of residence” includes shipment by the 
home medical equipment provider to the consumer’s residence or shipment 
to a predetermined location with the understanding that the home medical 
equipment shall be picked up by the consumer or the consumer’s 
representative; 

(24) “Hospice patient” means only a person who has: 

(A) Been diagnosed as terminally ill; 

(B) Been certified by a physician, in writing, to have an anticipated life 
expectancy of six (6) months or less; and 

(C) Voluntarily requested admission to, and been accepted by a licensed 
hospice; 

(25) “Hospice services” means a coordinated program of care, under the 
direction of an identifiable hospice administrator, providing palliative and 
supportive medical and other services to hospice patients and their families 
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in the patient’s regular or temporary place of residence. Hospice services 
shall be available twenty-four (24) hours a day, seven (7) days a week 
pursuant to the patient’s hospice plan of care. Notwithstanding any other 
law, a licensed hospice may provide services to a person who is not a hospice 
patient; provided, that services to a non-hospice patient shall be limited to 
palliative care only. Hospice services may be provided in an area designated 
by a hospital for exclusive use by a home care organization certified as a 
hospice provider to provide care at the hospice inpatient or respite level of 
care in accordance with the hospice’s medicare certification. Admission to 
the hospital is not required in order for a patient to receive hospice services, 
regardless of the patient’s length of stay. The designation by a hospital of a | 
portion of its facility for exclusive use by a home care organization to provide 
hospice services to its patients shall not: 

(A) Alter the license to bed complement of such hospital; or 

(B) Result in the establishment of a residential hospice; 

(26)(A) “Hospital” means any institution, place, building or agency repre- 
sented and held out to the general public as ready, willing and able to 
furnish care, accommodations, facilities and equipment for the use, in 
connection with the services of a physician or dentist, of one (1) or more 
nonrelated persons who may be suffering from deformity, injury or disease 
or from any other condition for which nursing, medical or surgical services 
would be appropriate for care, diagnosis or treatment; 

(B) “Hospital” does not include any hospital or institution, operated by 
the department of mental health and substance abuse services or the 
department of intellectual and developmental disabilities, specially in- 
tended for use in the diagnosis, care and treatment of those suffering from 
mental illness, intellectual disabilities, convulsive disorders, or other 
abnormal mental conditions; 

(C) All hospitals, including such hospitals as are strictly maternity 
hospitals, shall come within this part; 

(D) The board has the authority to determine whether or not any 
institution or agency comes within the scope of this part, and its decisions 
in that regard shall be subject only to such rights of review as the courts 
exercise with respect to administrative actions; 

(E) It is unlawful for any institution, place, building or agency to be 
called a hospital if it is not a hospital as defined in this section; 

(27) “Hospitalization” in a hospital means the reception and care of any 
person for a continuous period longer than twenty-four (24) hours, for the 
purpose of giving advice, diagnosis, nursing service or treatment bearing on 
the physical health of such persons, and maternity care involving labor and 
delivery for any period of time; 

(28) “Independent living facility” means a single-family residence, build- 
ing, establishment, or complex used as a boarding home; an active adult 
community; a 55+ community; senior apartments; a retirement community; 
or a retirement home that provides housing for adults who are fifty-five (55) 
years of age or older. An independent living facility may provide meals, 
housekeeping services, and social activities for the entertainment of its 
residents, but does not provide any nursing or medical care, including 
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medication administration or assistance with medication administration, 
and each resident is able to live independently, though a resident may 
independently contract for medical or nursing care with a home health 
agency or similar service; 

(29)(A) “Nursing home” means any institution, place, building or agency 

represented and held out to the general public for the express or implied 

purpose of providing care for one (1) or more nonrelated persons who are 
not acutely ill, but who do require skilled nursing care and related medical 

Services; 

(B) “Nursing home” shall be restricted to facilities providing skilled 
nursing care and related medical services to individuals, beyond the basic 
provision of food, shelter and laundry, admitted because of illness, disease 
or physical infirmity for a period of not less than twenty-four (24) hours 
per day; 

(30) “Oral surgeon” means a dentist who has been certified by the 
Tennessee board of dentistry to perform oral surgery; 

(31)(A) “Outpatient diagnostic center,” except as otherwise limited in this 

subdivision (31), means any facility providing outpatient diagnostic ser- 

vices, unless the outpatient diagnostic services are provided as the 
services of another licensed healthcare institution that reports such 
outpatient diagnostic services on its joint annual report, or the facility is 
otherwise excluded from this subdivision (31). As used in this subdivision 
(31), “outpatient diagnostic services” means the following services pro- 
vided to any. person who is not an inpatient of a hospital: computerized 
tomography, magnetic resonance imaging, positron emission tomography, 
or other imaging technology developed after June 9, 2005, that provides 
substantially the same functionality as computerized tomography, mag- 
netic resonance imaging, or positron emission tomography and for which 

a certificate of need is required by this chapter. With respect to an 

outpatient diagnostic center, data shall be reported to the commissioner of 

health pursuant to § 68-1-119, but the commissioner shall not make such 
data available to any third parties, except approved vendors that process 
the data, until the data is made publicly available; 

(B) “Outpatient diagnostic center” does not mean a physician or dental 
practice that is conducted at a location occupied and controlled by one (1) 
or more physicians or dentists licensed under title 63, if the outpatient 
diagnostic services are ancillary to the specialties of the physicians’ 
practice or are provided primarily for persons who are patients of the 
physicians or dentists in the practice for purposes other than outpatient 
diagnostic services. Outpatient diagnostic services provided in settings 
other than outpatient diagnostic centers or ambulatory surgery treatment 
centers shall be reported to the department of health, in the same manner 
as if such services were provided in an outpatient diagnostic center; 

(32) “Patient” includes, but is not limited to, any person who is suffering 
from an acute or chronic illness or injury or who is crippled, convalescent or 
infirm, or who is in need of obstetrical, surgical, medical, nursing or 
Supervisory care; 

(33) “Person” means any individual, partnership, association, corpora- 
tion, other business entity, state or local governmental agencies and entities, 
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and federal agencies and entities to the extent permitted by federal law; 

(34) “Physician” means a doctor of medicine or doctor of osteopathy who is 
duly licensed to practice the profession in the state of Tennessee; 

(35) “Prescribed child care center” means a nonresidential child care, 
health care/child care center providing physician prescribed services and 
appropriate developmental services for six (6) or more children who are 
medically or technology dependent and require continuous nursing interven- 
tion. “Child care” for purposes of this section means the provision of 
supervision, protection, and meeting the basic needs of children, who are not 
related to the primary care givers, for three (3) or more hours a day, but less 
than twenty-four (24) hours a day; My 

(36) “Professional support services” means nursing and occupational, 
physical or speech therapy services provided to individuals with intellectual 
or developmental disabilities pursuant to a contract with the state agency 
financially responsible for such services; 

(37) “Qualified rehabilitation professional” means: 

(A) Ahealth care professional within the professional’s scope of practice 
licensed under title 63; or 
(B) An individual who has appropriately obtained the designation of 

ATP or ATS, meeting all requirements of the designation of ATP or ATS, as 

established by the Rehabilitation Engineering and Assistive Technology 

Society of North America (RESNA); 

(38)(A) “Recuperation center” means an establishment with permanent 

facilities that include inpatient beds, with an organized medical staff, and 

with medical services, including physician services and continuous nurs- 
ing services, to provide treatment for patients who are not in an acute 
phase of illness, but who currently require primarily convalescent or 
restorative services, usually post-acute hospital care of relatively short 
duration; 

(B) An establishment furnishing primarily domiciliary care is not 
within this definition; 

(C) Matters pertaining to recuperation centers shall come within the 
purview of the board; 

(39) “Renal dialysis clinic” means any institution, facility, place or build- 
ing devoted to the provision of renal dialysis on an outpatient basis to 
persons diagnosed with end stage renal disease; 

(40) “Resident manager” means a person twenty-one (21) years of age or 
older who lives in an adult care home and oversees the day-to-day operation 
of the adult care home on behalf of the adult care home provider and meets 
all education, training and experience requirements prescribed in this part 
and in regulations promulgated by the board pursuant to § 68-11-209; 

(41) “Residential HIV supportive living facility” means any institution, 
facility, place or building devoted exclusively to the provision of residential 
supportive living services to residents diagnosed with human immunodefi- 
ciency virus (HIV); 

(42) “Residential hospice” means a licensed homelike residential facility 
designed, staffed and organized to provide hospice or HIV care services, or 
both, except the services shall be provided at the residential facility rather 
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than the patient’s regular or temporary place of residence. A residential 
hospice shall not provide hospice or HIV care services to any person other 
than a hospice patient defined in subdivision (24), or HIV resident defined in 
subdivision (16). The board shall establish, by rules and regulations, 
residential hospice standards, which shall include provisions for building 
construction and fire and safety features, in addition to standards otherwise 
applicable to hospice or HIV care services provided by home care 
organizations; 

(43) “Substitute caregiver” means any person twenty-one (21) years of age 
or older who temporarily oversees care and services in an adult care home 
during the short-term absence of the adult care home provider or resident 
manager and meets all education, training and experience requirements 
prescribed in this part and in regulations promulgated by the board 
pursuant to § 68-11-209; 

(44) “Traumatic brain injury residential home” means a facility owned 
and operated by a community-based traumatic brain injury (TBI) adult care 
home provider in which residential care, including assistance with activities 
of daily living, is provided in a homelike environment to disabled adults 
suffering from the effects of a traumatic brain injury as defined in 
§ 68-55-101; 

(45) “Traumatic brain injury residential home provider” means a person 
twenty-one (21) years of age or older who owns and operates a traumatic 
brain injury residential home. A traumatic brain injury residential home 
provider shall hold national certification by the Academy of Certified Brain 
Injury Specialists as a Certified Brain Injury Specialist (CBIS) or hold a 
current professional license as a physician, nurse practitioner, registered 
nurse, licensed rehabilitation professional, or licensed mental health profes- 
sional who is trained and experienced in the care and rehabilitation of 
disabled adults suffering from the effects of a traumatic brain injury; and 

(46) “Wheeled mobility device” means a wheelchair or wheelchair and 
seated positioning system prescribed by a physician and required for use by 
the patient for a period of six (6) months or more. The following medicare 
wheelchair base codes are exempt: K0001, K0002, K0003, K0004, KO0006, 
and K0007, as long as the consumer weighs less than three hundred pounds 
(300 lbs.). 
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Compiler’s Notes. 
Acts 2016, ch. 984, § 2 provided that it is the 
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intent of the general assembly that any trau- 
matic brain injury residential home currently 
operating has until January 1, 2017, to be 
licensed by the board for licensing health care 
facilities. Any such traumatic brain injury resi- 
dential home may continue operations prior to 
being licensed. 

Acts 2021, ch. 124, § 3 provided that the act, 
which amended this section, applies to orders 
recorded on or_after April 13, 2021. 


Amendments. 

The 2015 amendment, in the definition of 
“Ambulatory surgical treatment center”, de- 
leted “medical or” preceding “surgical proce- 
dure is utilized” in the first and third sentences, 
and rewrote the last sentence, which read: 
“Excluded from this definition are the private 
physicians’ and dentists’ office practices, except 
those private physicians’ and dentists’ offices in 
which a substantial number of medical or sur- 
gical pregnancy terminations are performed”. 

The 2016 amendment, in the definition of 
“Traumatic brain injury residential home”, sub- 
stituted “facility owned and operated” for 
“single family residence owned and operated”, 
and deleted “no more than eight (8)” preceding 
“disabled adults”. 

The 2017 amendment added (C) in the defi- 
nition of “home for the aged”; and added the 
definition of “independent living facility”. 
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The 2021 amendment substituted “recorded 
by a physician, advanced practice registered 
nurse, or physician assistant” for “recorded by a 
physician” in (20). 


Effective Dates. 
Acts 2015, ch. 419, § 2. July 1, 2015. 
Acts 2016, ch. 984 § 3. April 27, 2016. 
Acts 2017, ch. 242, § 5. May 2, 2017. 
Acts 2021, ch. 124, § 3. April 13, 2021. 


Cross-References. 

Definitions for mental health, alcohol and 
drug abuse prevention, and other intellectual 
and developmental disabilities, § 33-2-402. 


Attorney General Opinions. 

Standards for nursing services in residential 
hospices. OAG 10-32, 2010 Tenn. AG LEXIS 32 
(3/11/10). 

While Public Chapter 419 clearly requires all 
private physicians’ office practices that perform 
more than fifty surgical abortions annually to 
obtain a license as an ambulatory surgical 
treatment center from the Department of 
Health, such already-existing practices are not 
also required to obtain a certificate of need for 
the establishment of an ambulatory surgical 
treatment center before the July 1, 2015, effec- 
tive date of the statutory amendments. OAG 
15-52, 2015 Tenn. AG LEXIS 52 (6/11/15). 


NOTES TO DECISIONS 


ANALYSIS 


3.5. Home Medical Equipment Provider. 
4, Home Health Service. 


3.5 Home Medical Equipment Provider. 
Home medical-equipment provider’s respira- 
tory therapists were not covered by the Tennes- 
see Health Care Liability Act because patients 
did not visit the provider’s locations and the 
provider did not employ anyone who could 
provide medical services without oversight. 


Kelley v. Apria Healthcare, LLC, — F. Supp. 2d 
—, 2017 U.S. Dist. LEXIS 15136 (E.D. Tenn. 
Feb. 3, 2017). 


4. Home Health Service. 

Decedent did not receive health care services 
because delivery technicians who visited him 
could not act on behalf of home medical equip- 
ment provider’s medical professionals. Kelley v. 
Apria Healthcare, LLC, — F. Supp. 2d —, 2017 
U.S. Dist. LEXIS 15136 (E.D. Tenn. Feb. 3, 
2017). 


68-11-202. Licensing and regulation by department — Creation and 
powers of board — Fire and life safety regulations — 
Municipal regulatory conflicts — Submission of construc- 
tion plans to department — Standards for accessibility by 
handicapped — Use of endoscopy technicians — Radio- 
logic services — Amendment of licensure rules. 


(a)(1) The department is empowered to license and regulate hospitals, 
recuperation centers, nursing homes, homes for the aged, residential HIV 
supportive living facilities, assisted-care living facilities, home care organi- 
zations, residential hospices, birthing centers, prescribed child care centers, 
renal dialysis clinics, ambulatory surgical treatment centers, outpatient 
diagnostic centers, adult care homes and traumatic brain injury residential 
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homes. 

(2) Licensing and regulation shall be accomplished through a board to be 
created in the manner provided in this part, and such other employees as are 
provided for in this part. 

(b)(1)(A) The department has the authority to conduct reviews of all 
facilities licensed under this part, in order to determine compliance with 
fire and life safety code regulations as promulgated by the board. 

(B) Chapter 102 of this title does not apply to facilities subject to review 
and licensure under this part. 

(C) The board has the power to adopt fire and life safety code regula- 
tions to be applied to such facilities. 

(D) In adopting the regulations, the board may in its discretion adopt, 
in whole or in part, by reference, recognized national or regional building 
and fire safety codes. 

(E) Adult care homes and traumatic brain injury residential homes 
shall meet all state and local building, sanitation, utility and fire code 
requirements applicable to single family dwellings. The board for licensing 
health care facilities may adopt in rules more stringent standards as it 
deems necessary in order to ensure the health and safety, including 
adequate evacuation of residents consistent with this part. As used in this 
section “adequate evacuation” means the ability of the adult care home 
provider, traumatic brain injury residential home provider, resident 
manager, or substitute caregiver, including such additional minimum staff 
as may be required by the board in regulation in accordance with this part, 
to evacuate all residents from the dwelling within five (5) minutes. Adult 
care home providers and traumatic brain injury residential home provid- 
ers must install smoke detectors in all resident bedrooms, hallways or 
access areas that adjoin bedrooms, and common areas where residents 
congregate, including living or family rooms and kitchens. In addition, in 
multi-level homes, smoke alarms must be installed at the top of stairways. 
At least one (1) fire extinguisher with a minimum classification as 
specified by the board for licensing health care facilities must be in a 
visible and readily accessible location in each room, including basements, 
and be checked at least once a year by a qualified entity. Adult care home 
providers and traumatic brain injury residential home providers shall not 
place residents who are unable to walk without assistance or who are 
incapable of independent evacuation in a basement, split-level, second 
story or other area that does not have an exit at ground level. There must 
be a second safe means of exit from all sleeping rooms. Providers whose 
sleeping rooms are above the first floor shall be required to demonstrate an 
evacuation drill from that room, using the secondary exit, at the time of 
licensure, renewal, or inspection. 

(2) The board, in its evaluation of prospective rules and regulations, shall 
consider recommendations and professional assessments from the Tennes- 
see society of architects and the Tennessee society of professional engineers. 

(3) Should regulations adopted by the board not be consistent with federal 
regulations for facilities participating in Titles XVIII, compiled in 42 U.S.C. 
§ 1395 et seq., and XIX, compiled in 42 U.S.C. § 1396 et seq., of the Social 
Security Act, the department shall request appropriate waivers from the 
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federal government for facilities previously deemed in compliance. 

(4) Until the board adopts building and fire safety regulations pursuant to 
this section, the codes and regulations in effect on July 1, 1981, shall be 
applicable to those facilities licensed under this part. Any facility that 
complies with the required applicable building and fire safety regulations at 
the time the board adopts new codes or regulations shall, so long as such 
compliance is maintained, either with or without waivers of specific provi- 
sions, be*considered to be in compliance with the requirements of the new 
codes or regulations. 

(5)(A) The commissioner of commerce and insurance or commissioner of 

health shall review subsequently adopted codes and may recommend to 

the board for adoption provisions of such codes that the commissioner 
deems material to the life and fire safety of residents and patients. 
(B) Subdivision (b)(5)(A) applies to all appropriate facilities in the 
. respective provider categories, such as nursing homes, hospitals, homes 
for the aged, residential HIV supportive living facilities, adult care homes, 
traumatic brain injury residential homes, etc. 

(6) This section shall not affect the authority of the state fire marshal 
regarding the prevention and investigation of fires pursuant to chapter 102 
of this title. 

(7) The building and life safety regulations adopted by the board shall be 
the exclusive regulations applicable for those purposes. To the extent that 
regulations adopted by local governments conflict with the regulations 
adopted by the board, the board’s regulations shall control. 

(c)(1) When construction is planned by any facility required to be licensed by 
the department, except home care organizations as defined in § 68-11-201, 
for any building, additions to an existing building or substantial alterations 
to an existing building, two (2) sets of plans and specifications shall be 
submitted to the department to be approved. However, only one (1) set of 
schematics shall be submitted to the department for approval of plans and 
specifications converting an existing single family dwelling into: 

(A) A licensed residential health care facility with six (6) or fewer beds; 

(B) A licensed adult care home with five (5) or fewer residents; and 

(C) Traumatic brain injury residential homes with eight (8) or fewer 

residents. 

(2) Before construction is started, approval of the plans and specifications 
must be obtained from the department with respect to compliance with the 
minimum standards or regulations, or both, of the board. 

(3) The board may determine by regulation specific types of site activity 
that may be initiated prior to approval. 

(4) The plans shall be accurate and shall be detailed plans, containing the 
information and drafted and submitted in a manner that the board may 
require by regulation. 

(5) The department shall expeditiously process its review of plans that 
have been submitted in the full and final form required by regulation. 

(6) At the request of the owner of the proposed project or the design 
professional, the department shall make plan review staff available for 
advice and consultation regarding programmatic concepts and preliminary 
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plans early in the planning process. 

(7) The department shall assign adequate numbers of qualified staff to 
the plan review section, to ensure that a thirty-day review cycle is provided 
on any submittal. 

(8) If, upon final inspection or reinspection of the completed project, the 
department’s representative finds that only minor items remain to be 
completed or corrected that do not significantly affect the health or safety of 
the occupants, the department’s representative shall permit occupancy 
pending completion or correction of such items. 

(d) Any standards adopted by the board regarding accessibility by the 
handicapped shall be no less strict than those in chapter 120 of this title. 

(e) This subsection (e) shall establish the criteria for the creation of branch 
offices by a home care organization operating pursuant to its certificate of need 
authority or pursuant to its license as of May 11, 1998, Nothing in this 
subsection (e) shall permit a home care organization to expand its authority 
beyond the limitations of its certificate of need or its license as of May 11, 1998. 
Notwithstanding this section to the contrary, the offices of a home care 
organization providing home health care services shall be classified as either a 
parent office of the home care organization or as a branch office of the home 
care organization. In determining whether the office of a home care organiza- 
tion providing home health care services is either a parent home care 
organization or a branch office, the board shall apply the following criteria: 

(1) A parent office shall develop and maintain administrative controls of 
the branch office and house the administrative functions of the home care 
organization. The parent office shall be ultimately responsible for human 
resource activities and all financial and contractual agreements for the home 
care organization, including both parent and branch offices; 

(2) The administrator and director of nursing for the home care organi- 
zation shall be primarily located in the parent office. The home care 
organization administrator and director of nursing shall make on-site 
supervisory visits to each branch office at least quarterly; 

(3) Abranch office is an office that provides services within the geographi- 
cal area for which the home care organization is licensed. A branch office 
must be sufficiently close to share administrative services with the parent 
office. A branch office shall be deemed to be sufficiently close ifit is within one 
hundred (100) miles of the parent office; provided, that the remaining 
criteria set forth in this subsection (e) are also applicable. A branch office 
that is greater than one hundred (100) miles from a parent office may be 
considered a branch office by the board, if it otherwise meets the criteria set 
forth in this subsection (e); 

(4) The parent office of a home care organization shall have a clearly 
defined process to ensure that effective interchange occurs between the 
parent and branch regarding various functions, including branch staffing 
requirements, branch office patient census, total visits provided by the 
branch, complaints, incident reports and referrals; 

(5) The branch office of a home care organization shall maintain the same 
name and standards of practice as the parent office of the home care 
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organization, including forms, policies, procedures and service delivery 
standards. The parent office of a home care organization shall maintain 
documentation of integration between the parent office and its branch 
offices; 

(6) The parent office of a home care organization shall maintain regular 
administrative contact with its branch offices at least weekly. Documenta- 
tion of this contact shall be maintained by the parent office. The parent office 
shall receive weekly written staffing reports from its branch offices, includ- 
ing, but not limited to, information regarding staffing needs, staffing 
patterns and staff productivity; and 

(7) Abranch office of a home care organization existing as of May 11, 1998, — 

that is more than one hundred (100) miles from the parent office of such 
home care organization and that has been previously approved as a branch 
office by the board, may continue to be classified as a branch office, if it 
otherwise meets the criteria set forth in this subsection (e). 
(f)(1) In a gastrointestinal endoscopy clinic that is regulated as an ambula- 
tory surgical treatment center which performs endoscopic procedures, the 
use of an endoscopy technician, without other technicians, to assist a 
physician performing an endoscopic procedure in the clinic shall be deemed 
to be sufficient staffing for the procedure. 

(2) For the purposes of this subsection (f), an endoscopy technician is a 
person who is trained to function in an assistive role in a gastroenterology 
setting. An endoscopy technician’s scope of practice includes: 

(A) Assisting in data collection to identify the patient’s needs, problems, 
concerns or human responses; 

(B) Assisting, under the direction of the gastroenterology registered 
nurse and physician, in the implementation of the established plan of care; 

(C) Assisting the gastroenterology registered nurse and physician be- 
fore, during, and after diagnostic and therapeutic procedures; 

(D) Providing and maintaining a safe environment for the patient and 
staff by complying with regulatory agency requirements and standards set 
forth by professional organizations and employers; 

(E) Taking responsibility for personal continuing education; 

(F) Having knowledge of practice issues related to the field of gastro- 
enterology; 

(G) Compliance with ethical, professional and legal standards inherent 
in patient care and professional conduct; 

(H) Participating in quality management activities as directed; and 

(I) Collaborating within the gastroenterology team and with other 
healthcare professionals to ensure quality and continuity of care. 

(g)(1) An ambulatory surgical treatment center shall provide radiological 
staff services commensurate with the needs of the center within the facility 
or by means of other appropriate arrangement. 

(2) If radiologic services are utilized by an ambulatory surgical treatment 
center, the governing body of the center shall appoint an individual who 
shall be responsible for assuring that all radiologic services are provided in 
accordance with applicable law and rules. The individual shall be qualified 
in accordance with state law and the policies of the center. 
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(h) Notwithstanding any law to the contrary, the board shall have the 
authority to amend its rules for licensure of any board-regulated facility or 
entity as needed to be consistent with the federal home-based and community- 
based settings final rule, published in the Federal Register at 79 FR 2947 
(January 16, 2014), including the authority to differentiate licensure require- 
ments for any board-regulated facility or entity contracted to provide medicaid- 
reimbursed home- and community-based services pursuant to title 71, chapter 
5, part 14, in order to allow the facility or entity to comply with the federal rule 
and continue to receive medicaid reimbursement for home- and community- 
based services. Rules adopted by the board under this subsection (h) shall be 
developed with input from stakeholders and promulgated in accordance with 
the Uniform Administrative Procedures Act, compiled in title 4, chapter 5; 
provided, however, that the board shall not promulgate emergency rules under 
this subsection (h) as defined in § 4-5-208. Licensure survey and enforcement 
shall be conducted in a manner consistent with any rule issued under this 
subsection (h). | 


History. § 1; 2004, ch. 917, § 2; 2005, ch. 176, § 1; 2009, 
Acts 1947, ch. 18, § 1; C. Supp. 1950, ch. 186, 8§ 9, 48; 2009, ch. 579, §§ 3-6; 2012, 

§ 5879.2 (Williams, § 4432.1); Acts 1968, ch. ch. 676, § 1; 2012, ch. 1086, 8§ 4-7; 2015, ch. 

522, § 2; 1971, ch. 225, § 2; 1975, ch. 276, § 2; 39, § 1; 2015, ch. 153, § 2. 

HyTo, ch, 4/2. 8 22 1980 ison, oe 2, 4, 5: pesca blips 


T.C.A. (orig. ed.), § 53-1302; Acts 1992, ch. 805, Whe Oto mrcendnent ty ch Go added () 


8 3314993. ch, 234, § 13% 1994, ch, 747, -§..5; 
1994, ch. 842, § 1: 1996, ch. 674, § 3: 1996, ch. The 2015 amendment, by ch. 153, added (h). 


818, § 3; 1998, ch. 929,§ 1;1998,ch.1021,§ 4; Effective Dates. 
1999, ch. 3538, § 1; 2000, ch. 981, § 82; 2001, ch. Acts 2015, ch. 39, § 2. July 1, 2015. 
285, § 2; 2001, ch. 488, §§ 2, 3; 2004, ch. 524, Acts 2015, ch. 153, § 4. April 16, 2015. 


68-11-203. Board for licensing health care facilities. 


(a)(1) The board shall consist of nineteen (19) members, who shall be 
appointed by the governor, two (2) of whom shall be graduates of recognized 
schools of medicine with the degree, doctor of medicine, and shall have an 
unlimited license to practice medicine in the state of Tennessee; one (1) of 
whom shall be a dentist who shall be an oral surgeon licensed to practice in 
Tennessee; one (1) of whom shall be a graduate pharmacist who shall hold a 
degree in pharmacy from a recognized school of pharmacy and shall be 
licensed to practice pharmacy in Tennessee; one (1) of whom shall be a 
registered nurse; two (2) of whom shall be persons engaged in hospital 
administration of short term acute hospitals; one (1) of whom shall be 
licensed to practice osteopathic medicine in Tennessee; three (3) of whom 
shall be representatives of the nursing home industry, and one (1) of the 
three (3) representatives so appointed shall represent a hospital-operated 
nursing home; one (1) of whom shall be an architect who is knowledgeable by 
training or experience in health care facility design or construction; one (1) 
of whom shall be the operator of a home care organization; one (1) of whom 
shall be either the operator of a licensed residential home for the aged or a 
representative of the assisted living industry; one (1) of whom shall be either 
the operator of an ambulatory surgical treatment center or a representative 
of the ambulatory surgical treatment center industry; and two (2) of whom 
shall be consumer members who are not engaged in any health care-related 
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profession, occupation, or field of endeavor. The two (2) remaining members 
shall be ex officio members, namely the commissioner, or the commissioner’s 
designated representative from the department, and the executive director 
of the state commission on aging and disability, each of whom shall serve 
concurrently with the term of each of their respective offices. 

(2) The commissioner or the commissioner’s designated representative 
from the department shall be chair of the board. 

(3) As the terms of members of the board as at present constituted expire, 
their successors shall be named, each for a term of four (4) years, except as 
otherwise provided in this section. The three (3) new members which are 
added to the board as of April 4, 1968, shall be appointed by the governor as 
follows: of the representatives of the nursing home industry, one (1) shall be 
appointed for a term to expire April 1, 1969, and one (1) for a term to expire 
on April 1, 1970; the new member from the medical profession shall be 
appointed for a term to expire on April 1, 1971; and all subsequent 
appointments, including the successors of the three (3) new members shall 
be for a term of four (4) years. The new member from the osteopathic 
profession shall be added to the board as of March 1, 1970, and shall be 
appointed by the governor for a term to expire April 1, 1972; and all 
subsequent appointments for filling the osteopathic position on the board 
shall be for a term of four (4) years. The new member from the architectural 
profession shall be appointed for a term of three (3) years. Alternating 
appointments shall be made by the governor for the member appointed to 
represent either the operators of licensed residential homes for the aged or 
the assisted living industry. Each term shall be four (4) years; provided, that 
the first such alternating appointment following May 22, 2001, shall be a 
person to represent the assisted living industry, such appointment to be 
made following the expiration of the term of the member currently repre- 
senting operators of licensed residential homes. If any vacancy occurs in the 
board for any reason other than expiration of term, the appointment shall be 
for the unexpired term. Any vacancy shall be filled from the same group as 
was represented by the outgoing member. In making appointments to the 
board, the governor shall strive to ensure at all times that at least two (2) 
persons gubernatorially appointed to serve on the board are members of a 
racial minority or are female, or both, and that at least one (1) person so 
appointed to serve on the board is at least sixty (60) years of age or older. 
(b)(1) The board shall meet at least twice each year on dates to be fixed by the 
commissioner. 

(2) In the first of the two (2) annual meetings each year the board shall 
elect from the members for a period of one (1) year a secretary, who shall 
keep a record of all meetings. 

(3) Special meetings of the board shall be called by the chair of the board, 
either in the chair’s discretion or upon the written request of three (3) 
members of the board. 

(4) Ten (10) members shall constitute a quorum for the transaction of all 
business. 

(c) All reimbursement for travel expenses shall be in accordance with the 
comprehensive travel regulations as promulgated by the department of finance 
and administration and approved by the attorney general and reporter. 
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(d) The board shall weigh and consider the health care needs of Tennessee’s 
racial minorities and economically disadvantaged whenever the board per- 
forms duties or responsibilities assigned by law. 


History. 

Acts 1947, ch. 13, §§ 3, 4; mod. C. Supp. 
1950, §§ 5879.8, 5879.4 (Williams, §§ 4432.3, 
4432.4); Acts 1968, ch. 522, §8§ 3, 4; 1970, ch. 
5538, § 1; 1978, ch. 15, § 1; 1974, ch. 495, §§ 2, 
3; 1976, ch. 806, § 1(89); T.C.A. (orig. ed.), 
§§ 53-1303, 53-1304; Acts 1984, ch. 880, § 4; 
1986, ch. 898, § 2; 1988, ch. 665, § 1; 1988, ch. 
895, §§ 1-3; 1988, ch. 1013, § 62; 1989, ch. 163, 
§§ 1, 2; 1989, ch. 294, §§ 3, 4; 1990, ch. 1042, 
§ 2; 1992, ch. 976, § 1; 1993, ch. 234, § 20; 
1994, ch. 747, § 5; 2001, ch. 283, §§ 1, 2; 2009, 
ch. 186, §§ 10, 11; 2013, ch. 89, § 2; 2016, ch. 
5 pA ie ie 


2024. See §§ 4-29-112, 4-29-245, as amended 
eff. Oct. 1, 2021. 

The term “commission on aging and disabil- 
ity” was substituted for “commission on aging” 
pursuant to Acts 2001, ch. 397. 


Amendments. 

The 2016 amendment, in the first sentence of 
(a)(1), substituted “nineteen (19) members” for 
“eighteen (18) members” near the beginning 
and inserted “one (1) of whom shall be either 
the operator of an ambulatory surgical treat- 
ment center or a representative of the ambula- 
tory surgical treatment center industry;” near 


the end. 


Effective Dates. 
Acts 2016, ch. 921, § 2. July 1, 2016. 


Compiler’s Notes. 
The board for licensing health care facilities, 
created by this section, terminates June 30, 


68-11-204. Requirement for license — Governmental institutions ex- 
empted. 


(a)(1) No person, partnership, association, corporation or any state, county 

or local government unit, or any division, department, board or agency of the 

governmental unit, shall establish, conduct, operate or maintain in this state 
any hospital, recuperation center, nursing home, home for the aged, resi- 
dential HIV supportive living facility, assisted-care living facilities, home 
care organization, residential hospice, birthing center, prescribed child care 
center, renal dialysis clinic, outpatient diagnostic center, ambulatory surgi- 
cal treatment center, adult care homes or traumatic brain injury residential 
homes as defined in this part, without having a license. 

(2) State or local government home care organizations may be excluded by 
the board. 

(3) An independent living facility is exempt from the licensure require- 
ments of this part. 

(b) Any health care facility or local health department operated by the 
federal government shall be exempt from this part. 

(c) The board, in its discretion, shall be authorized to issue licenses to 
several licensees in such form as it may deem necessary to distinguish between 
and identify any of the facilities required to be licensed by the department. 

(d) Nothing in this part requires a person or entity providing hospice 
residential services as of July 1, 1992, to obtain a certificate of need as a 
residential hospice, if such person or entity, prior to July 1, 1992, had qualified 
for reimbursement as a hospice under the federal medicare program. 


History. 5; 19938, ch. 234, § 14; 1994, ch. 747, § 5; 1996, 


Acts 1947, ch. 18, § 6;'C. Supp. 1950, 
§ 5879.5 (Williams, § 4432.6); Acts 1953, ch. 
113, § 27; 1968, ch. 552, § 2; 1971, ch..225., § 3; 
1975, ch. 276, § 3; 1976, ch. 471, § 3; T.C.A. 
(orig. ed.), § 53-1305; Acts 1992, ch. 805, §§ 4, 


ch. 674, § 4; 1996, ch. 818, § 3; 1998, ch. 1021, 
§ 4; 2000, ch. 981, §§ 83, 84; 2001, ch. 285, 
§§ 3, 4; 2001, ch. 438, §§ 4-6, 18; 2004, ch. 917, 
§ 3; 2009, ch. 186, § 12; 2009, ch. 579, § 7; 
2012, ch. 1086, § 8; 2017, ch. 242, § 1. 
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te 


Amendments. 
The 2017 amendment added (a)(3). 
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Effective Dates. 
Acts 2017, ch. 242, § 5. May 2, 2017. 


NOTES TO DECISIONS 


1. License. 

Local home health care provider operated 
through a hospital’s license and Certificate of 
Need, but that was prohibited under the state’s 
regulations, and the hospital could not delegate 
responsibilities to the local provider under 


T.C.A. § 68-11-1620; although this was “im- 
proper means,” there were questions of fact 
regarding tortious interference. Act for Health 
v. Case Mgmt. Assocs., — F. Supp. 2d —, 2014 
U.S. Dist. LEXIS 185287 (E.D. Tenn. Mar. 17, 
2014). 


68-11-205. Practice in healing arts or medicine by partnership, per- 
son, association or corporation unauthorized. | 


Attorney General Opinions. 

There is no state or federal constitutional 
right to be employed. T.C.A. § 68-11-205(b)(6) 
and § 68-11-205(b)(9)(A) do not prevent radi- 
ologists, anesthesiologists, pathologists, or 


emergency physicians from providing their ser- 
vices to patients at hospitals as independent 
contractors, but they have no constitutional 
right to be employees of any hospital. OAG 
18-39, 2018 Tenn. AG LEXIS 38 (8/17/2018). 


NOTES TO DECISIONS 


1. Corporate Practice of Medicine. 
Medical group employer was entitled to re- 
cover damages from a surgeon employee for 
breach of an employment agreement because, 
although the agreement allowed an unlicensed 
general corporation owned in part by a non- 
physician to be compensated through a percent- 
age of the net profits the employee generated in 
violation of statutes and public policy, the trial 
court did not err in finding that the employee, 


by the employee’s actions, ratified the voidable 
agreement and violated the duty of good faith 
and fair dealing under the agreement. Plastic 
Surgery Assocs. of Kingsport v. Pastrick, — 
S.W.3d —, 2015 Tenn. App. LEXIS 345 (Tenn. 
Ct. App. May 19, 2015), appeal denied, Plastic 
Surgery Assocs. of Kingsport Inc. v. Pastrick, — 
S.W.3d —, 2015 Tenn. LEXIS 752 (Tenn. Sept. 
16, 2015). 


68-11-207. Suspension or revocation of license — Grounds — Proce- 


dure — Probation. 


(a) The board may suspend or revoke the license issued under this part on 


any of the following grounds: 


(1) A violation of this part or of the rules and regulations or minimum 


standards issued pursuant to this part, or, in the event of a nursing home 
that has entered into an agreement with the department to furnish services 
under Title XVIII or XIX of the Social Security Act, compiled in 42 U.S.C. 
§ 1395 et seq. and 42 U.S.C. § 1896 et seq., respectively, any of the 
requirements for participation in the medical assistance program set out in 
title 42 of the Code of Federal Regulations, to such an extent that the board 
considers the licensee a chronic violator; 

(2) Permitting, aiding or abetting the commission of any illegal act in such 
institutions; or 

(3) Conduct or practice found by the board to be detrimental to the welfare 
of the patients in such institutions. 
(b) [Deleted by 2018 amendment.] 
(c) In imposing the sanctions authorized in this section, the board may 

consider all factors that it deems relevant, including, but not limited to, the 
following: 
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(1) The degree of sanctions necessary to ensure immediate and continued 
compliance; 

(2) The character and degree of impact of the violation on the health, 
safety and welfare of the patients in the facility; 

(3) The conduct of the facility against whom the notice of violation is 
issued in taking all feasible steps or procedures necessary or appropriate to 
comply or correct the violation; and 

(4) Any prior violations by the facility of statutes, regulations or orders of 
the board. 

(d) The board may, in its discretion, after the hearing, hold the case under 
advisement and make a recommendation as to requirements to be met by the 
facility in order to avoid either suspension or revocation of license or suspen- 
sion of admissions. 

(e) The board shall promulgate regulations defining the sanction structure 
and associated penalties. 

(f)(1) In addition to the authority granted in subsections (a)-(e) and in 
§ 68-11-252, the board shall have the authority to place a facility on 
probation. In the case of a nursing facility, to be considered for probation, a 
nursing facility must have had at least two (2) separate substantiated 
complaint investigation surveys within six (6) months, where each survey 
had at least one (1) deficiency cited at the level of substandard quality of care 
or immediate jeopardy, as those terms are defined at 42 CFR 488.301. None 
of the surveys may have been initiated by an unusual event or incident 
self-reported by the nursing facility. 

(2) If a facility meets the criteria for a violation pursuant to regulations 
established by the board or, in the case of a nursing facility, meets the 
criteria pursuant to subdivision (f)(1), the board may hold a hearing at its 
next regularly scheduled meeting to determine if the facility should be 
placed on probation. Prior to initiating the hearing, the board shall provide 
notice to the facility detailing what specific noncompliance the board has 
identified that the facility must respond to at the probation hearing. 

(3) Prior to imposing probation, the board may consider and address in its 
findings all factors that it deems relevant, including, but not limited to, the 
following: 

(A) What degree of sanctions is necessary to ensure immediate and 
continued compliance; 

(B) Whether the noncompliance was an unintentional error or omis- 
sion, or was not fully within the control of the facility; 

(C) Whether the facility recognized the noncompliance and took steps to 
correct the identified issues, including whether the facility notified the 
department of the noncompliance, either voluntarily or as required by 
state law or regulations; 

(D) The character and degree of impact of the noncompliance on the 
health, safety and welfare of the patient or patients in the facility; 

(E) The conduct of the facility in taking all feasible steps or procedures 
necessary or appropriate to comply or correct the noncompliance; and 

(F) The facility’s prior history of compliance or noncompliance. 

(4) If the board places a facility on probation, the facility shall detail in a 
plan of correction those specific actions that, when followed, will correct the 
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noncompliance identified by the board. 

(5) During the period of probation, the facility shall make reports on a 
schedule determined by the board. These reports shall demonstrate and 
explain to the board how the facility is implementing the actions identified 
in its plan of correction. In making such reports, the board shall not require 
the facility to disclose any information protected as privileged or confidential 
under any state or federal law or regulation. 

(6) The board is authorized at any time during the probation to remove 
the probational status of the facility’s license, based on information pre- 
sented to it showing that the conditions identified by the board have been 
corrected and are reasonably likely to remain corrected. : 

(7) The board shall rescind the probational status of the facility, if it 
determines that the facility has complied with its plan of correction as 
submitted and approved by the board, unless the facility has additional 
noncompliance that warrants an additional term of probation. 

(8) A single period of probation for a facility shall not extend beyond 
twelve (12) months. If the board determines during or at the end of the 
probation that the facility is not taking steps to correct noncompliance or 
otherwise not responding in good faith pursuant to the plan of correction, the 
board may take any additional action as authorized by law. 

(g) The hearing to place a facility on probation and judicial review of the 
board’s decision shall be in accordance with the Uniform Administrative 
Procedures Act, compiled in title 4, chapter 5. 

(h) This section in no way relieves any party from the responsibility to 
report suspected adult abuse, neglect or exploitation to, or to share information 
with, the adult protective services program in accordance with the Tennessee 
Adult Protection Act, compiled in title 71, chapter 6, part 1. 

(i) After determinations of violations have been made that are subsequent to 
any complaint investigation survey that could lead to a suspension or revoca- 
tion of the license of a nursing home or the loss of federal funds relating to any 
agreement to furnish services by a nursing home under Title XVIII, compiled 
in 42 U.S.C. § 1395 et seq. or Title XIX, compiled in 42 U.S.C. § 1396 et seq., 
of the Social Security Act, and unless the immediate protection of the health 
and safety of the residents of a nursing home requires otherwise, the 
department shall seek to provide, if practicable, a period of up to thirty (30) 
days for further fact finding relative to violations and their correction before 
any findings that would require the suspension or revocation of license or the 
loss of federal funds. 

(j)(1) Homes for the aged, traumatic brain injury residential homes, assisted 

care living facilities, and adult care homes shall inform residents verbally 

and in writing of their right to file a complaint with the state at any time, the 
process for filing a complaint, and contact information for filing a complaint. 

The facility shall also advise residents of the availability of a long-term care 

ombudsman and how to contact the ombudsman for assistance. Verbal and 

written communication to the resident must indicate, at a minimum, that 
complaints regarding suspected adult abuse, neglect, or exploitation must be 
reported to the adult protective services program. Complaints regarding 
licensure must be reported to the board. All other complaints must be 
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reported to the appropriate state designated oversight entity. Complaints 
received by a home for the aged, traumatic brain injury residential home, 
assisted care living facility, or adult care home provider regarding suspected 
adult abuse, neglect, exploitation, or misappropriation must be forwarded to 
the appropriate state oversight entity. 

(2) A facility licensed pursuant to this part shall not prohibit or discour- 


age the filing of complaints or use intimidation against any person filing a 


complaint. 


(3) A facility licensed pursuant to this part shall not retaliate against the 
resident or the person acting on behalf of the resident in any way. Such 
nonpermissible actions include, but are not limited to: 


(A) Increasing charges; 


(B) Decreasing services, rights, or privileges; 
(C) Taking or threatening to take any action to coerce or compel the 


resident to leave the facility; or 


(D) Harassing, abusing, or threatening to harass or abuse a resident in 


any manner. 


(4) Persons acting in good faith in filing a complaint are immune from any 


hability, civil or criminal. 


(5) A facility licensed pursuant to this part shall place a resident manager, 
substitute caregiver, or employee against whom an allegation of abuse, 
neglect, or exploitation has been made on administrative leave of absence 


until the investigation is complete. 


(6) Investigations must be completed by the appropriate state oversight 
entity within time frames established in applicable statutes or regulations, 
or as expeditiously as necessary to ensure the health, safety, and welfare of 


residents. 


(7) Board administrative staff shall maintain a file of reported com- 
plaints. The file must include the name of the facility against whom the 
complaint is filed, the date the complaint is filed, the action taken by the 
board, if any, on the complaint, and the date of the action taken. 


History. 

Acts 1947, ch. 18, § 9; C.. Supp. 1950, 
§ 5879.8 (Williams, § 4432.9); Acts 1968, ch. 
522, § 2; modified; Acts 1975, ch. 276, § 8; 
1976, ch. 471, § 8; 1980, ch. 854, § 1; 1981, ch. 
129, § 1; T.C.A. (orig. ed.), § 58-1308; Acts 
1984, ch. 880, § 5; 1987, ch. 312, § 9; 2008, ch. 
169, § 3; 2008, ch. 840, § 1; 2008, ch. 886, § 1; 
2009, ch. 579, § 9; 2012, ch. 1086, § 12; 2018, 
ch. 655, §§ 1, 3, 9. 


Amendments. 

The 2018 amendment deleted former (b) 
which read: “(b)(1) In those cases where the 
conditions of any nursing home, home for the 
aged, traumatic brain injury residential home 
or adult care home are, or are likely to be, 
detrimental to the health, safety or welfare of 
the patient or resident, the commissioner has 
the authority to suspend the admission of any 
new patients or residents to the facility pending 
a prompt hearing before the board, or an ad- 


ministrative judge if the board cannot be con- 
vened promptly. 

“(2) The commissioner is authorized, at any 
time prior to a hearing, based on information 
presented to the commissioner showing that 
such conditions have been and will continue to 
remain corrected, to revoke the suspension of 
admissions. 

“(3) Whenever the commissioner suspends 
the admission of any new patients, the commis- 
sioner shall detail, in a notice to the facility, the 
specific violations causing the suspension. 

“(4) Notice shall detail what conditions are 
considered detrimental to the health, safety or 
welfare of the patients and an explanation of 
the specific time frame when and conditions 
under which the facility can reasonably expect 
the suspension to be lifted. 

“(5) Within ten (10) days of receiving this 
notice or lesser time frame when deemed nec- 
essary by the board to ensure the health, safety 
and welfare of adult care home or traumatic 
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brain injury residential home residents, an 
adult care home provider or a traumatic brain 
injury residential home provider shall submit a 
corrective action plan to the board delineating 
the measures to be taken to address violations 
and associated time frames. If it is deemed by 
the board to be necessary to ensure the health, 
safety and welfare of adult care home or trau- 
matic brain injury residential home residents, 
the commissianer may require the adult care 
home provider or traumatic brain injury resi- 
dential home provider to take all necessary 
actions to correct violations immediately. 

“(6) If the facility complies with these condi- 
tions, the commissioner shall lift the suspen- 
sion within the time frame, unless other condi- 
tions exist that warrant an _ additional 
suspension or continuation of the suspension. 
The board has the authority to: 

“(A) Continue, revoke or modify the suspen- 
sion of admissions; 

“(B) Revoke, suspend or condition the license 
of the facility; and 

“(C) Enter such other orders as it deems 
necessary. 

“(7) Unless the immediate protection of the 
health, safety or welfare of residents of a nurs- 
ing home requires otherwise, the commissioner, 
after ordering a suspension of admissions to a 
nursing home pursuant to this section, shall 
provide notice of the suspension as soon as 
practicable to the members of the senate and 
house of representatives of the general assem- 
bly in whose district the nursing home is lo- 
cated.”; inserted “and in § 68-11-252” in the 
first sentence of (f)(1); and rewrote (j) which 
read: “(¥j)(1) The adult care home provider or 
traumatic brain injury residential home pro- 
vider shall inform residents verbally and in 
writing of their right to file a complaint with 
the state at any time, the process for filing a 
complaint and contact information for filing a 
complaint. The facility shall also advise resi- 
dents of the availability of a long-term care 
ombudsman, and how to contact the ombuds- 
man for assistance. Verbal and written commu- 
nication to the resident shall indicate, at a 
minimum, that complaints regarding suspected 
adult abuse, neglect or exploitation shall be 
reported to the adult protective services pro- 
gram. Complaints regarding licensure shall be 
reported to the board. All other complaints 
shall be reported to the appropriate state des- 
ignated oversight entity. Complaints received 
by the adult care home provider or traumatic 
brain injury residential home provider shall be 
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forwarded to the appropriate state oversight 
entity. 

“(2) The adult care home provider or trau- 
matic brain injury residential home provider 
shall not prohibit or discourage the filing of 
complaints or use intimidation against any 
person filing a complaint. 

“(3) The adult care home provider or trau- 
matic brain injury residential home provider 
may not retaliate against the resident or the 
person acting on behalf of the resident in any 
way. Such nonpermissible actions include, but 
are not limited to: 

“(A) Increasing charges; 

“(B) Decreasing services, rights or privileges; . 

“(C) Taking or threatening to take any action 
to coerce or compel the resident to leave the 
facility; or 

“(D) Abusing or threatening to harass or 
abuse a resident in any manner. 

“(4) Persons acting in good faith in filing a 
complaint are immune from any lability, civil 
or criminal. 

“(5) An adult care home provider or traumatic 
brain injury residential home provider shall 
place a resident manager, substitute caregiver 
or employee against whom an allegation of 
abuse, neglect or exploitation has been made on 
administrative leave of absence until the inves- 
tigation is complete. 

“(6) Investigations shall be completed by the 
appropriate state oversight entity within time 
frames established in applicable statutes or 
regulations, or as expeditiously as necessary to 
ensure the health, safety and welfare of adult 
care home or traumatic brain injury residential 
home residents. 

“(7) Investigation findings shall be reported 
to the board in an anonymous probable cause 
presentation for the purpose of determining the 
appropriate discipline. Once this determination 
is made by the board, the adult care home 
provider or traumatic brain injury residential 
home provider shall be informed by written 
correspondence. The complainant shall also be 
advised of the complaint’s resolution. 

“(8) The board shall maintain a file of re- 
ported complaints. The file shall include the 
name of the adult care home provider or trau- 
matic brain injury residential home provider 
against whom the complaint is filed, the date 
the complaint is filed, the action taken by the 
board on the complaint and date of action 
taken.” 


Effective Dates. 
Acts 2018, ch. 655, § 15. July 1, 2018. 
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68-11-209. Rules and regulations governing operation — Adoption by 
board — Waiver — Certification of administrator — Rules 
governing training and testing of nursing assistants — 
Outpatient services off main campus — Compliance with 
board rules. 


(a)(1) The board has the duty and power to adopt such rules and regulations 
pertaining to the operation and management of any facilities required to be 
licensed under this part, and to rescind, amend or modify such rules and 
regulations from time to time, as are necessary in the public interest and 
particularly for the establishment and maintenance of standards of hospi- 
talization required for the efficient care of patients or home for the aged, 
residential HIV supportive living facility, assisted-care living facility, adult 
care home residents, or traumatic brain injury residential home residents. 

(2) For renal dialysis clinics, any rules promulgated after July 1, 2001, 
but before January 1, 2004, shall not be implemented until January 1, 2004. 
In addition to any filing or hearing required by the Uniform Administrative 
Procedures Act, compiled in title 4, chapter 5, regarding such initial rules for 
renal dialysis clinics, the department shall file a notice of proposed rulemak- 
ing concerning such rules promulgated pursuant to this section with the 
health committee of the house of representatives and the health and welfare 
committee of the senate, at least thirty (30) days prior to the filing of such 
rules with the secretary of state pursuant to the Uniform Administrative 
Procedures Act. The department shall present the substance of such rules in 
hearings before the previously named committees before the hearing of the 
rules by the government operations committee. No rule may be filed with the 
secretary of state, unless the department has complied with this section. 
(b) The board has the power to waive any of the rules and regulations 

pertaining to any health care facility covered within the scope of this part, 

where such waiver would not have a detrimental effect on the health, safety 

and welfare of the public. 
(c)(1) The board shall prescribe, by rules and regulations adopted by the 
board, the minimum standards as to equipment and provision for the care of 
patients or home for the aged, residential HIV supportive living facility, 
assisted-care living facility, adult care home residents, or traumatic brain 
injury residential home residents to which an institution must conform in 
order to operate lawfully as any facilities required to be licensed under this 
part. 

(2) The board shall assess, in writing, the fiscal impact on licensed 
nursing homes relating to the adoption, repeal or amendment of any rule or 
minimum standard as to equipment or operating procedure. The cost 
necessary to bring a facility into compliance with such a directive by the 
board shall be made available to the comptroller of the treasury as a 
component of allowable cost in accordance with medicare reimbursement 
principles. Such costs, however, shall be subject to all reimbursement limits 
and procedures specified in statute and state regulations for the reimburse- 
ment of nursing home services. 

(d)(1) Any person who wishes to serve as the chief administrator of a licensed 
residential or institutional home for the aged, residential HIV supportive 
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living facility, or assisted-care living facility shall first be certified by the 
board as a residential/institutional home administrator. This subsection (d) 
shall not apply to any individual licensed as a nursing home administrator 
pursuant to title 63, chapter 16. To be certified as a residential/institutional 
home administrator, a person must be a high school graduate or the holder 
of a general equivalence diploma; provided, that this requirement shall not 
apply to a person who served as the chief administrator of a licensed 
residential home for the aged, residential HIV supportive living facility, or 
assisted-care living facility during any continuous period of at least nine (9) 
months’ duration preceding January 1, 1990, or who served as the chief 
administrator of a licensed institutional home for the aged, residential HIV | 
supportive living facility, or assisted-care living facility during any continu- 
ous period of at least nine (9) months’ duration preceding January 1, 1992. 
Certification shall not be issued, maintained, or renewed for any person 
convicted of a criminal offense involving the abuse or intentional neglect of 
an elderly or vulnerable individual. As a requisite for biennial renewal of 
certification, a person shall submit written proof of attendance during at 
least twenty-four (24) classroom hours of continuing education courses 
approved by the board and designed to enhance or reinforce the skills, 
knowledge and competence required of residential and institutional home 
administrators. 

(2) The twenty-four (24) hours of continuing education courses required 
by subdivision (d)(1) shall include: 

(A) State rules and regulations for homes for the aged; 

(B) Health care management; 

(C) Nutrition and food service; 

(D) Financial management; and 

(E) Health lifestyles. 

(3) Persons conducting continuing education courses pursuant to this 
subsection (d) shall be subject to the following: 

(A) A program offered for credit must be related to the operations of the 
homes for the aged, the activities of daily living of the residents, or other 
pertinent information deemed appropriate to the quality of life for resi- 
dents; and 

(B) All curricula pertaining to the educational courses and the names of 
the instructors must be submitted to the board for approval prior to 
offering any course to administrators. 

(4) In accordance with the Uniform Administrative Procedures Act, the 
board shall promulgate such rules as shall be necessary to implement this 
subsection (d) in an orderly and efficient manner; provided, that such rules 
shall not, as a requisite for certification or recertification, impose any 
substantive requirements in addition to those set forth in this subsection (d). 
The rules shall establish fees for initial certification and for biennial renewal 
of certification. The fees shall be set in an amount sufficient to pay all 
expenses incurred by the board in implementing this subsection (d). 

(e)(1) Pursuant to the authority granted in subsection (a), the board, in 
consultation with the Tennessee Health Care Association, shall promulgate 
rules for the training and testing of nursing assistants in nursing homes 
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that: 
(A) Require annual publishing of testing schedules and sites; 
(B) Require that test sites be located so that no individual seeking to 
take the test has to drive any farther than thirty (30) miles to reach a test 
site; 
(C) Require tests to be held as scheduled regardless of the number of 
individuals scheduled for the test, unless no individuals are scheduled at 
a particular test site; 
(D) Require publishing of the number of individuals passing and failing 
each test; 
(E) Establish a minimum passing grade for the examination; and 
(F) Establish a seventy-five-hour training program. 
(2) Nothing in this subsection (e) is to be construed to alter or impede 
nursing assistant training and testing programs already in place pending 
the implementation of the rules described in subdivision (e)(1). 
(3) Any existing committee charged with developing the nursing assistant 
test shall include at least three (3) representatives of the nursing home 
industry with an education or nursing background and nominated by the 
Tennessee Health Care Association. 
(4) Nursing assistant testing may, at the nursing assistant’s option, be 
conducted at the facility in which the nursing assistant is or will be 
employed, unless the facility has had its nursing assistant training program 
withdrawn pursuant to state or federal regulations. The testing of nurse 
assistants may be proctored by facility personnel, as long as such testing is 
secure from tampering, is standardized and is scored by a testing, educa- 
tional or other organization approved by the board. Such testing shall 
require no scoring by facility personnel. The board shall revoke a facility’s 
right to proctor such testing in any situation in which the board finds 
evidence of tampering by facility staff. For purposes of this subdivision (e)(4), 
“proctor” means supervision of an examination or test. 
(5) Notwithstanding a law to the contrary, and pursuant to the authority 
granted in subsection (a), no later than July 1, 2021, the board shall 
promulgate emergency rules to permit individuals who qualified as tempo- 
rary nurse aides in nursing homes on or after the beginning date of the 
national public health emergency as declared by the United States secretary 
of health and human services on January 31, 2020, to become certified as 
nursing assistants in this state and be placed on the nurse aide registry. 
(f) Notwithstanding any rules and regulations of the board, a hospital may 
provide outpatient diagnostic and therapeutic services at locations other than 
the hospital’s main campus without obtaining a waiver from the board; 
provided, that such other locations are under the sole control of the hospital. 

(g) Notwithstanding any rule adopted by the board or any other provisions 
of this chapter, a hospital that satisfies the standards established by the joint 
commission on accreditation of health care organizations relative to the timely 
completion of medical records shall be deemed to comply with the rules of the 
board relative to the timely completion of medical records. 

(h)(1) The board shall promulgate in regulations requirements for education, 

experience and training, continuous education, background check and abuse 
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registry checks for Level 2 adult care home providers and traumatic brain 
injury residential home providers, resident managers, substitute caregivers 
and staff. These requirements shall be commensurate with the expected 
responsibilities and care of residents in each applicable setting, and shall be 
dependent upon the level of licensure. The education, experience and 
requirements for Level 2 adult care home providers and traumatic brain 
injury residential home providers shall be sufficient to demonstrate compe- 
tency in caring for residents and the ability to adequately maintain the 
health, safety and welfare of residents. The board shall develop additional 
standards for Level 2 adult care home providers and traumatic brain injury 
residential home providers that require education, training and experience 
necessary to adequately address the needs of persons with traumatic brain 
injury or ventilator dependent persons. 

(2) The rules required under subdivision (h)(1) shall include, but not be 
limited to, the following: 

(A) A resident manager for a Level 2 adult care home provider must 
meet the education, experience and training requirements of a Level 2 
adult care home provider; 

(B) A Level 2 adult care home provider serving ventilator dependent 
residents must hold a current professional license or employ a resident 
manager who holds a current professional license as a physician, nurse 
practitioner, registered nurse or respiratory therapist who is trained and 
experienced in the care of ventilator dependent residents; 

(C) A Level 2 adult care home provider serving residents with trau- 
matic brain injury must hold a national certification by the Academy of 
Certified Brain Injury Specialists as a Certified Brain Injury Specialist 
(CBIS), or hold a current professional license or employ a resident 
manager who holds a current professional license as a physician, nurse 
practitioner, registered nurse, licensed rehabilitation professional, CBIS 
or licensed mental health professional who is trained and experienced in 
the care and rehabilitation of residents with traumatic brain injury; 

(D) Asubstitute caregiver for a Level 2 adult care home for persons with 
traumatic brain injury must hold a national certification by the Academy 
of Certified Brain Injury Specialists as a CBIS, or hold a current 
professional license as a physician, nurse practitioner, registered nurse, 
licensed rehabilitation professional or licensed mental health professional 
who is trained and experienced in the care and rehabilitation of residents 
with traumatic brain injury and must demonstrate competency in caring 
for persons with traumatic brain injury; 

(E) A Level 2 resident manager serving residents with traumatic brain 
injury must hold a national certification by the Academy of Certified Brain 
Injury Specialists as a CBIS, or hold a current professional license as a 
physician, nurse practitioner, registered nurse, licensed rehabilitation 
professional or licensed mental health professional who is trained and 
experienced in the care and rehabilitation of residents with traumatic 
brain injury and must demonstrate competency in caring for persons with 
traumatic brain injury; 

(F) A substitute caregiver for a Level 2 adult care home serving 
ventilator dependent residents must hold a current professional license as 
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a physician, nurse practitioner, registered nurse or respiratory therapist 
who is trained and experienced in the care of ventilator dependent 
residents and must demonstrate competency in caring for ventilator 
dependent residents; 

(G) A traumatic brain injury residential home provider shall hold 
national certification by the Academy of Certified Brain Injury Specialists 
as a Certified Brain Injury Specialist (CBIS) or hold a current professional 
license as a physician, nurse practitioner, registered nurse, licensed 
rehabilitation professional, or licensed mental health professional who is 
trained and experienced in the care and rehabilitation of disabled adults 
suffering from the effects of a traumatic brain injury; and 

(H) Traumatic brain injury residential home providers shall not be 
required to live in or employ a resident manager or substitute caregiver to 
live in a traumatic brain injury residential home. However, a traumatic 
brain injury residential home provider shall employ staff members to 
supervise the residents at all times, within the residence, including 
overnights and during weekends. The staff members providing overnight 
care and/or supervision must hold a national certification by the Academy 
of Certified Brain Injury Specialists as a Certified Brain Injury Specialist 
(CBIS), or hold a current professional license as a physician, nurse 
practitioner, registered nurse, licensed rehabilitation professional, or 
licensed mental health professional who is trained and experienced in the 
care and rehabilitation of residents with traumatic brain injury. 

(3) All adult care home providers, resident managers and substitute 
caregivers shall complete annually twelve (12) hours of continuing education 
related to care of the elderly and persons with disabilities and business 
operations of adult care homes. 

(4) The adult care home provider shall train all staff to meet the routine 
and emergency needs of residents. The adult care home provider is also 
responsible for training resident managers, substitute caregivers and staff 
on the health care tasks that can be administered through self-direction. 

(5) The adult care home provider shall be responsible for supervision, 
training and overall conduct of resident managers, substitute caregivers and 
staff as it relates to their job performance and responsibilities. 

(i) For developing a plan of care in Level 2 adult care homes, a licensed 
healthcare professional may include, when appropriate, persons holding a 
national certification by the Academy of Certified Brain Injury Specialists as a 
Certified Brain Injury Specialist (CBIS). 


History. 2001, ch. 285, §§ 8, 9; 2001, ch. 438, §§ 11, 12, 
Acts 1947, ch. 13, § 11; C. Supp. 1950, 19; 2009, ch. 579, §§ 10-12; 2010, ch. 642, § 1; 

§ 5879.10 (Williams, § 4432.11); Acts 1968, ch. 2012, ch. 978, §§ 1, 2; 2012, ch. 1086, §§ 13-16; 

5220/8892; 5:51971 ch. 225, §:.6; 1975; en: 276) 22013, ch. 236, § 55; 2021, ch: 148, '§ 1: 

§ 10; 1976, ch. 447, § 1; 1976, ch. 471, § 10; 

T.C.A. (orig. ed.), § 53-1310; Acts 1989, ch. 295, Amendments. 

§ L 1991, ch. 476, §§ 24> 1992, ch. 668, § js The 2021 amendment added (e)(5). 

1992, ch. 805, § 4; 1993, ch. 234,§ 16;1993,ch. efective Dates. 

423, § 1; 1994, ch. 747, § 5; 1996, ch. 674, § 6; Acts 2021, ch. 148, § 2. April 13, 2021. 

1996, ch. 818, § 3; 1996, ch. 876, § 1; 1997, ch. 

166, § 1; 1998, ch. 1021, § 4; 1999, ch. 353,§ 2; Attorney General Opinions. 

2000, ch. 620, § 1; 2000, ch. 981, 8§ 86, 87; Restrictions on type of outpatient diagnostic 
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and therapeutic services that can be provided _ of certificate of need. OAG 14-95, 2014 Tenn. 
in off-campus hospital-based facility; necessity AG LEXIS 98 (10/27/14). 


68-11-210. Inspections — Reports — Federal accreditation exemption. 


(a)(1) Unless exempt under subdivision (c)(5), every facility licensed under 
this part as an adult care home, ambulatory surgical treatment center, 
assisted care living facility, home for the aged, hospice, hospital, nursing 
home, residential hospice, or traumatic brain injury residential home shall 
be inspected within fifteen (15) months following the date of the last 
inspection. All other facilities for which a license has been issued shall be 
inspected within three (3) years following the date of the last inspection. All 
inspections shall be conducted by a duly appointed representative of the 
department under the rules promulgated under this part. 

(2) Inspection reports shall be prepared on forms prescribed by the 
department. 

(3) No institutions or agencies licensed pursuant to this part shall be 
required to be inspected or licensed under the laws of this state relative to 
hotels, restaurants, lodging houses, boardinghouses and places of 
refreshment. 

(4) Adult care homes are subject to the following inspection standards: 

(A) The board shall inspect an adult care home prior to issuing an 
initial license. 

(B) The board shall conduct an unannounced inspection of an adult care 
home in accordance with subdivision (a)(1). 

(C) The board shall be permitted access to enter and inspect any adult 
care home upon the receipt of an oral or written complaint, any time the 
board has cause to believe that an adult care home is operating without a 
license, or any time there exists a perceived threat to the health, safety or 
welfare of any resident. 

(5) Traumatic brain injury residential homes are subject to the following 
inspection standards: 

(A) The board shall inspect a traumatic brain injury residential home 
prior to issuing an initial license; 

(B) The board shall conduct an unannounced inspection of a traumatic 
brain injury residential home in accordance with subdivision (a)(1); and 

(C) The board shall be permitted access to enter and inspect any 
traumatic brain injury residential home upon the receipt of an oral or 
written complaint, any time the board has cause to believe that a 
traumatic brain injury residential home is operating without a license, or 
any time there exists a perceived threat to the health, safety or welfare of 
any resident. 

(b)(1)(A) Each facility licensed pursuant to this title and performing more 
than fifty (50) surgical abortions in a year shall conduct a mandatory 
interim assessment of the facility’s compliance with quality measures as 
specified by the board, in addition to regular inspections conducted 
pursuant to this section. 

(B) Such mandatory interim compliance assessment shall include con- 
tents prescribed by the board. 
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(C) The facility shall develop a plan of correction with appropriate time 
for correction of any deficiency discovered in connection with an interim 
assessment and shall submit the plan of correction to the department. 

(D) The department is authorized to accept the plan or timeline for 
correction or to request changes in the plan of correction or the timeline for 
compliance. 

(2)(A) Each facility licensed pursuant to this title and performing more 

than fifty (50) surgical abortions in a year shall report sentinel events. 

(B) The board shall provide interpretive guidelines to facilities regard- 
ing the meaning of sentinel event. 

(C) The department is authorized to require the facility to provide a 
plan of correction for preventing future occurrence of the reported sentinel 
event. 

(3) In addition to reporting sentinel events, each facility in which a 
surgical abortion is performed shall make and maintain a record of the 
disposition of the aborted fetus or aborted fetal tissue as required in 
§ 68-3-505(a) and shall produce such records at the time of an inspection of 
the facility and upon request from the department. 

(4) Failure to comply with this subsection (b) shall be grounds for 

discipline by the board pursuant to this chapter. 
(c)(1) The purpose of this subsection (c) is to require that state agencies, 
including the department of human services or the department of children’s 
services, the department of health, and those agencies with which each 
contracts, who perform surveys, inspections and investigations of health 
care facilities, do not duplicate their procedures or subject such health care 
facilities to duplicate rules and regulations. 

(2) For the purposes of this subsection (c), unless the context otherwise 
requires: 

(A) “Health care facility” includes hospital, recuperation center, nurs- 
ing home, birthing center, prescribed child care center, home for the aged, 
residential HIV supportive living facility, assisted-care living facility, 
adult care home and traumatic brain injury residential home, as defined 
in this part; and 

(B) “Inspection” means all surveys, inspections, investigations and 
other procedures necessary for a state agency, or a division or unit of a 
state agency, to perform in order to carry out various obligations imposed 
on such agency by applicable state and federal law and regulations. 
(3)(A) State agencies shall make, or cause to be made, only such inspec- 
tions necessary to carry out the various obligations imposed on such 
agencies by applicable state and federal law and regulations. 

(B) Any on-site inspection by a state agency, division licensing board, or 
unit thereof, that substantially complies with the inspection requirements 
of any other state agency, other division licensing boards, or unit of the 
inspecting agency charged with making similar inspections shall be 
accepted as an equivalent inspection, instead of an on-site inspection by 
such agency, division licensing board, or unit of the inspecting agency. 

(C) The governor shall be authorized to coordinate the inspections of 
health care facilities by state agencies required to conduct such inspec- 
tions. 
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(D) Notwithstanding this section or any other law to the contrary, the 
department shall conduct such on-site inspections and investigations as 
may be necessary to safeguard and ensure, at all times, the public’s 
health, safety and welfare. 

(EK) The department shall conduct such inspections and investigations 
as may be necessary to appropriately respond to complaints received from 
the public and to immediately act upon any determination by the board 
that the public’s health, safety or welfare is, or appears to be, threatened. 
(4) The department, under part 1 of this chapter, the board, under this 

part, the Tennessee state board of examiners for nursing home administra- 

tors, under title 63, chapter 16, and any hospital authority, under title 7, 

chapter 57, shall conduct one (1) joint inspection for each licensing period or 

shall accept the investigation of one (1) of such entities, under subdivision 

(c)(3), unless otherwise required by federal law or regulation. 

(5)(A) All health care facilities licensed by the department that have 

- obtained accreditation from a federally recognized accrediting health care 
organization shall be deemed to meet all applicable licensing require- 
ments. Such facilities may be subject to an inspection by the department 
and shall continue to be subject to subdivisions (c)(3)(D) and (E) but may 
be exempt from subdivision (a)(1) so long as the facility remains accred- 
ited. 

(B) In order to be issued a license by the department, such hospitals 
shall be required to annually remit the statutory licensing fees and a copy 
of a letter of current accreditation and accompanying report from the joint 
commission on accreditation of hospitals. 

(C) The report shall be maintained as a confidential record pursuant to 
§ 10-7-504. 

(6) No licensure fee shall be reduced by this subsection (c). 

(d) If a violation, citation, deficiency, or civil monetary penalty is found 
during the nursing home survey process, in which the violation is based upon 
an action or actions that are directly pursuant to a physician’s order, the board 
of medical examiners’ consultant, or the consultant’s physician designee, shall 
be contacted for a consultation on the determination as to the medical 
necessity of the physician’s order in question. The determination of medical 
necessity shall be based upon the recognized medical standards of practice and 
shall include, but not be limited to, a review of the physician’s order, the date 
the order was given, the status of the patient at the time the actions occurred 
and the outcomes of the actions, the applicable state and federal regulations, 
and shall include contact between the consultant or designee and the treating 
physician or the facility's medical director. Any consultation between the 
consultant or designee and the treating physician or medical director must be 
completed within the time frames of the survey process. If it is determined that 
the violation is based upon or relates to a physician’s order determined to be 
medically necessary, no violation, citation, deficiency, or civil monetary penalty 
shall be assessed against the facility and any deficiency cited in violation of 
this subsection (d) will be removed. The department shall report back to the 
board of medical examiners and the appropriate standing committees at the 
end of six (6) months regarding the effectiveness and the resources necessary 
to meet the requirements of this subsection (d). 


133 HEALTH FACILITIES AND RESOURCES 68-11-210 


(e) Any nursing home that files for federal bankruptcy protection shall 
immediately inform the commissioner of health regarding its financial condi- 
tion and the status of the legal proceedings. In overseeing a facility that has 
filed for federal bankruptcy protection, the department of health shall follow 
any existing policies or regulations pertaining to any special inspection or 
oversight of such a facility. The fund established by § 68-11-827 may be used 
for the purpose of protecting the residents of such a nursing home, if the 
facility's noncompliance with the conditions of continued licensure, applicable 
state and federal statutes, rules, regulations and contractual standards 
threatens the residents’ continuous care, the residents’ property, the nursing 
home’s continued operation, or the nursing home’s continued participation in 
the medical assistance program of title 71, chapter 5. The commissioner shall 
inform the attorney general and reporter regarding the status of the legal 
proceedings. ! 

(f)(1) When inspecting a hospital licensed under this title, the department 

shall include in its inspection a determination of the hospital’s compliance 

with the reporting requirements of subdivision (f)(2). The hospital must 
document its compliance with a record of its communication with local law 
enforcement with respect to the commitments. A hospital’s failure to comply 
with the reporting requirements shall subject the hospital to civil penalties 
or other action against the hospital’s license under this part. 
(2)(A) If a patient is involuntarily committed to inpatient treatment at a 
hospital licensed under this title, the hospital shall report the service 
recipient to local law enforcement as soon as practicable, but no later than 
the third business day following the date of such commitment, who shall 
report the service recipient to the federal bureau of investigation-NICS 
Index and the department of safety as soon as practicable, but no later 
than the third business day following the date of receiving such notifica- 
tion, for the purposes of complying with the NICS Improvement Amend- 
ments Act of 2007, Public Law 110-180, as enacted and as may be amended 
in the future. 
(B) If hospital is required to report pursuant to subdivision (f)(2)(A), the 
hospital shall report the following information: 
(i) Complete name of the person involuntarily committed; 
(ii) Date involuntary commitment was ordered; 
(iii) Private or state hospital or treatment resource to which the 
individual was involuntarily committed; 
(iv) Date of birth of the person involuntarily committed; 
(v) Race and sex of the person involuntarily committed; and 
(vi) Social security number of the person involuntarily committed. 
(C) The information in subdivisions (f)(2)(B)()-(vi), the confidentiality 
of which is protected by other statutes or regulations, shall be maintained 
as confidential and not subject to public inspection pursuant to such 
statutes or regulations, except for such use as may be necessary in the 
conduct of any proceedings pursuant to §§ 39-17-1316, 39-17-1353, and 
39-17-1354. 
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§ 5879.11 (Williams, § 4432.12); Acts 1968, ch. 
522; S$! 21971; ch, 226,97} 1976, chi 276; S41: 
1976, ch. 471, § 11; 1978, ch. 796, §§ 1-6; 1979, 
ch. 169, §§ 1-3; 1982, ch. 683, § 1; T.C.A. (orig. 
ed.), § 53-1311; Acts 1984, ch. 880, § 6; 1987, 
ch. 17, §§ 1-3; 1987, ch. 235, § 3; 1992, ch. 805, 
§ 4: 1993, chs (234059) 175) 1994 eh. | 747) $5; 
1996, ch. 674,8 7; 1996, ch. 818, § 3; 1996, ch. 
1079, § 150; 1998, ch. 1021, § 4; 2000, ch. 787, 
§§ 1, 2; 2000, ch. 978, § 3; 2000, ch. 981, §§ 88, 
89;; 2001; ch.) 2145) $516 42001, ch.) 285,28" 10; 
2001, ch. 488, § 138; 2003, ch. 169, § 6; 2009, ch. 
579, §§ 13, 14; 2012, ch. 1086, §§ 17, 18; 2016, 
ch. 1003, § 6; 2017, ch. 242, § 2; 2018, ch. 1015, 
Sis 


Compiler’s Notes. 

Acts 2016, ch. 1003, § 7 provided that hot- 
withstanding this act or the Uniform Adminis- 
trative Procedures Act, compiled in title 4, 
chapter 5, any rule promulgated to implement 
the provisions of this act shall be provided to 
the chairs of the health committee of the house 
of representatives and the health and welfare 
committee of the senate by the secretary of 
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state, after approval by the attorney general 
and reporter, at the same time the text of the 
rule is made available to the government op- 
erations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for the health committee of the house of 
representatives and the health and welfare 
committee of the senate to be afforded the 
opportunity to comment on the rule. 


Amendments. 

The 2016 amendment added (b); and redes- 
ignated former (b)-(d) as present (c)-(e). 

The 2017 amendment rewrote (a)(1) which 
read: “(a)(1) Every facility for which a license 
has been issued shall be inspected within fif- 
teen (15) months following the date of the last 
inspection by a duly appointed representative 
of the department under the rules and regula- 
tions to be promulgated under this part.” 

The 2018 amendment added (f). 


Effective Dates. 
Acts 2016, ch. 1008, § 8. April 27, 2016. 
Acts 2017, ch. 242, § 5. May 2, 2017. 
Acts 2018, ch. 1015, § 4. July 1, 2018. 


68-11-211. Reporting incidents of abuse, neglect and misappropriation 
— Reporting specific incidents that might result in a 
disruption in the delivery of health care services — Con- 


fidentiality. 


(a) As used in this section: 


(1) “Abuse” means the willful infliction of injury, unreasonable confine- 
ment, intimidation or punishment with resulting physical harm, pain or 


mental anguish; 
(2) 
(3) 
(4) 
(5) 


“Board” means the board for licensing health care facilities; 
“Commissioner” means the commissioner of health; 

“Department” means the department of health; 

“Facility” means any facility licensed under this part and any physi- 


cian’s office where Level III office-based surgery occurs; 

(6) “Misappropriation of patient property” means the deliberate misplace- 
ment, exploitation or wrongful, temporary or permanent use of a resident’s 
belongings or money without the resident’s consent; 

(7) “Neglect” means the failure to provide goods and services necessary to 
avoid physical harm, mental anguish or mental illness; and 

(8) “Patient” means a person receiving health care services from a facility, 
and includes a resident at a nursing home facility. 

(b) Except for those facilities required to report abuse, neglect or misappro- 
priation pursuant to 42 CFR 483.13, each facility shall report incidents of 
abuse, neglect and misappropriation that occur at the facility to the depart- 
ment within seven (7) business days from the facility’s identification of the 


incident. 


(c) An incident report or any amended incident report obtained by the 
department pursuant to this section shall be confidential and not subject to 
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discovery, subpoena or legal compulsion for release to any person or entity, nor 
shall the report be admissible in any civil or administrative proceeding, other 
than a disciplinary proceeding by the department or the appropriate regula- 
tory board. The report is not discoverable or admissible in any civil or 
administrative action, except that information in the report may be transmit- 
ted to an appropriate regulatory board having jurisdiction for disciplinary or 
licensing sanctions against the impacted facility; however, the department 
must reveal, upon request, its awareness that a specific incident has been 
reported. The affected patient and the patient’s family, as may be appropriate, 
shall also be notified of the incident by the facility. This subsection (c) and 
§ 68-11-804(c)(23) shall not affect § 63-1-150 or the protections provided by 
§ 63-1-150. 

(d) Each facility shall also report specific incidents, including, but not 
limited to, the following that might result in a disruption in the delivery of 
health care services at the facility within seven (7) days after the facility 
becomes aware of the incident: 

(1) A strike by the staff at the facility; 

(2) An external disaster impacting the facility; 

(3) Adisruption of any service vital to the continued safe operation of the 
facility or to the health and safety of its patients and personnel; and 

(4) Any fires at the facility that disrupt the provision of patient care 
services or cause harm to the patients or staff, or that are reported by the 
facility to any entity, including, but not limited to, a fire department charged 
with preventing fires. 

(e) In the event that health care services are provided in the patient’s home, 
then the facility shall only report those incidents that are witnessed or known 
by the person delivering health care services. 

(f) The department shall have access to facility records that are allowed in 
part 3 of this chapter. The department may copy any portion of a facility 
medical record relating to the reported event, unless otherwise prohibited by 
rule or statute. This section and § 68-11-804(c)(23) do not change or affect the 
privilege and confidentiality provided by § 63-1-150. 

(g) This section does not preclude the department from using information 
obtained under this section in a disciplinary action commenced against a 
facility or from taking disciplinary action against a facility. This section does 
not preclude the department from sharing such information with any appro- 
priate governmental agency charged by federal or state law with regulatory 
oversight of the facility; however, all such information shall be confidential and 
not a public record. A facility’s failure to report an incident of abuse, neglect or 
misappropriation may be grounds for disciplinary action against the facility 
pursuant to § 68-11-207. 

(h) Nothing in this section shall be construed to eliminate or alter in any 
manner the required reporting of abuse, neglect or exploitation of children or 
adults or any other provisions of title 37, chapter 1, parts 4 and 6, and title 71, 
chapter 6, part 1. 


History. Amendments. 
Acts 2002, ch. 508, § 1; 2007, ch. 373, §§ 2-4; The 2017 amendment substituted “shall not 
2009, ch. 318, § 1; 2017, ch. 4, §§ 6, 7. affect § 63-1-150 or the protections provided by 
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§ 63-1-150” for “shall not affect § 63-6-219 Effective Dates. 

[repealed] or the protections provided by § 63- Acts 2017, ch. 4, § 11. March 15, 2017. 
6-219 [repealed]” at the end of (c); and substi- 

tuted “§ 63-1-150” for “§ 63-6-219 [repealed]” 

at the end of (f). 


68-11-213. Injunctions and penalties — Promulgation of regulations. 


(a)(1) The department is authorized to initiate proceedings seeking injunc- 
tive and any other form of relief available in law or equity against any person 
who owns, operates, manages or participates in the operation of or manage- 
ment of any facilities required to be licensed under this part, or any resident 
or residents in any facility required to be licensed under this part, without 
having the license required by this part. 

(2) The department may also seek such relief against any person who 
owns, operates, manages or participates in the operation or management of 
any facility required to be licensed under this part, if such person or facility 
violates this part, rules, regulations or orders issued under this part, or 
terms and conditions of the license. 

(3) Proceedings under this section may be initiated in the chancery court 
of Davidson County or the chancery court of the county in which all or part 
of the activities complained of occur. 

(b) Based upon a complaint that a home for the aged, assisted-care living 
facility, adult care home or traumatic brain injury residential home, subject to 
licensure under this part may be operating without a license, the department, 
with consent of an owner, operator, manager, or person who participates in the 
operation, or patient or resident, or the guardian of the patient or resident, 
may enter the facility in order to investigate or inspect the complaint for the 
necessity of or compliance with licensure under this part. 

(c) If consent is not obtained and the area sought to be inspected is a closed 
or non-public area, right of entry and inspection shall not be made by the 
department, unless a civil warrant, upon probable cause, is first obtained 
authorizing such entry or inspection. 

(d) Inspections conducted pursuant to this section shall be conducted in a 
manner so as to minimize disruption. 

(e) If a determination is made by the department that a facility or entity is 
subject to the requirements of licensure under this part, a notice shall be 
issued by the department stating the determination and requiring that 
application for licensure must be made to the department within thirty (30) 
days of the receipt of that notice. The thirty-day application period does not 
serve to waive any civil penalties that may be assessed for unlicensed 
operation of a facility under this part. 

(f) Failure of a facility or entity requiring licensure to make application to 
the department for licensure within thirty (30) days from the date of the 
receipt of the notice may result in the initiation of injunctive relief and any 
other relief available in law or equity against any person who owns, operates, 
manages, or participates in the management of a facility or entity. 

(g) In addition to requiring that a facility or entity make application for 
licensure, the department may immediately initiate a petition for injunctive 
relief or any other relief available in law or equity. The department may direct 
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the facility or entity to immediately cease and desist operations when the 
health, safety, or welfare of the patients or residents requires emergency 
action. If the facility or entity does not comply with the directive to cease and 
desist, then the department may initiate proceedings for injunctive relief and 
any other relief available in law or equity. 
(h)(1) It is unlawful for any person to receive or accept any patient or 
patients or any resident or residents in any facility required to be licensed 
under this part without having applied for and obtained a license as required 
by this part. 

(2) A violation of this requirement is a Class B misdemeanor. 

(3) Each day of operation without a license constitutes a separate offense. 
(i)(1) The department may assess a civil penalty not to exceed five thousand 
dollars ($5,000) against any person or entity operating an assisted care 
living facility, home for the aged, adult care home, or traumatic brain injury 
residential home without having the license required by this chapter. Each 
day of operation is a separate violation. 

(2) The board for licensing health care facilities is authorized to establish 
as part of its comprehensive system of quality assurance and enforcement a 
system for assessing civil monetary penalties, including appropriate due 
process, for assisted care living facilities, homes for the aged, adult care 
homes, and traumatic brain injury residential homes that are in serious 
violation of state laws and regulations, resulting in endangerment to the 
health, safety, and welfare of residents. 

(3) All penalties for adult care homes or traumatic brain injury residential 
homes shall be deposited by the department with the state treasurer to a 
general fund account specifically designated for the purpose of providing 
adult care home educational training programs and continuing education 
requirements for adult care home providers and traumatic brain injury 
residential home providers, resident managers, substitute caregivers and 
staff. The commissioner of finance and administration shall determine the 
appropriate use for these funds. 

(4) Beginning one hundred eighty (180) days after the promulgation of 

regulations under this part by the department, the department may assess 
a civil penalty not to exceed three thousand dollars ($3,000) against any 
licensed assisted-care living facility for admitting or retaining residents not 
meeting the definition of assisted-care facility resident set forth in this 
chapter. Each such resident shall constitute a separate violation. 
(j)(1) The department may assess a civil penalty not to exceed one thousand 
dollars ($1,000) against any person or entity operating a prescribed child 
care facility without the license required by this chapter or in violation of 
any other statute or regulation promulgated under this chapter. Each day of 
operation is a separate offense. 

(2) The board is specifically authorized to promulgate regulations for the 
assessment and procedures to be used in the assessment of civil penalties 
against a prescribed child care center, including, but not limited to, a 
schedule of the minimum and maximum penalties, factors to be considered 
in making the assessment, procedures to be used in the assessment, appeals, 
and finality of assessments. 
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(3) The board is authorized to conduct contested cases regarding appeals 

of the penalties assessed pursuant to this subsection (j). 
(k)(1) After notification of deficiencies following a licensure or complaint 
survey, any facility licensed under this part has ten (10) days from the date 
of notification to submit an acceptable plan of correction. Should the facility 
submit a plan of correction that is deemed unacceptable by the department, 
then the facility has an additional ten (10) days from the date of notification 
that the plan of correction is unacceptable to submit an acceptable plan of 
correction. The department shall provide a facility with no less than three (3) 
opportunities to submit an acceptable plan of correction and provide clear 
guidelines so that the facility understands what a plan of correction must 
include to be deemed acceptable. 

(2) Ifa facility is not able to submit an acceptable plan of correction after 
three (3) attempts, then a representative from the facility shall appear 
before the board and submit a plan of correction for the board’s approval. 
(1) After receipt of an acceptable plan of correction, the department shall 


promptly revisit a facility or conduct an administrative review within fourteen 
(14) business days, unless waived by the facility or licensee, to determine 
whether the cited deficiencies have been corrected in accordance with the plan. 
If the same or different deficiencies are cited on the third revisit survey, then 
the department may pursue disciplinary action against the facility before the 
board, including seeking reimbursement for the unrecouped costs associated 
with subsequent revisit surveys that were incurred by the department. 


History. 

Acts 1947, ch. 13, § 15; mod. C. Supp. 1950, 
§ 5879.14 (Williams, § 4432.15); Acts 1953, ch. 
1132 eosloos, Ch. O22, 99 (2,0. 19 71L.eh. wen, 
§ 8; 1975, ch. 276, § 12; 1976, ch. 471, §§ 12- 
14; T.C.A. (orig. ed.), § 53-1314; Acts 1984, ch. 
880, § 8; 1989, ch. 591, § 112; 1993, ch. 234, 
§ 18; 1994, ch. 747, § 5; 1996, ch. 674, § 8; 
1996, ch. 818, § 4; 1998, ch. 1021, § 4; 2000, ch. 
981, §§ 90, 91; 2001, ch. 285, §§ 11-13; 2001, 
ch. 438, §§ 14-16; 2004, ch. 846, § 1; 2008, ch. 
1190, § 23; 2009, ch. 186, § 14; 2009, ch. 579, 
§§ 15-17; 2012, ch. 1086, §§ 19-22; 2018, ch. 
655, §§ 10-12. 


Amendments. 

The 2018 amendment rewrote (e)-(g) which 
read: “(e) If a determination is made by the 
department that a home for the aged, assisted- 
care living facility or alcohol and drug treat- 
ment center is subject to the requirements of 
licensure under this part, a notice shall be 
issued by the department stating the determi- 
nation and requiring that application for licen- 
sure shall be made to the department within 
thirty (30) days of the receipt of that notice. The 
thirty-day application period does not serve to 
waive any and all civil penalties that may be 
assessed for unlicensed operation of a facility 
under this part. 


“(f) Failure of the home for the aged, assisted- 
care living facility or alcohol and drug treat- 
ment center to make application to the depart- 
ment for licensure within thirty (30) days from 
the date of the receipt of the notice may result 
in the initiation of injunctive relief and any 
other relief available in law or equity against 
any person who owns, operates, manages or 
participates in the management of the facility. 

“(g) In addition to requiring that the home for 
the aged, assisted-care living facility, adult care 
home or traumatic brain injury residential 
home make application for licensure, the de- 
partment may immediately initiate a petition 
for injunctive relief or any other relief available 
in law or equity. The department may recom- 
mend and direct the home for the aged, as- 
sisted-care living facility, adult care home or 
traumatic brain injury residential home to im- 
mediately cease and desist operations when the 
health, safety or welfare of the patients or 
residents requires emergency action.”; inserted 
“home for the aged” in the first sentence of 
(i)(1); inserted “homes for the aged” in (i)(2); 
and added (k) and (/). 


Effective Dates. 
Acts 2018, ch. 655, § 15. July 1, 2018. 
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68-11-216. Promulgation of rules and regulations as to fees — Licen- 
sures and annual renewal fees. 


(a)(1) The board is authorized to promulgate, in accordance with the Uniform 
Administrative Procedures Act, compiled in title 4, chapter 5, such rules and 
regulations as are necessary to set fees for licensure, renewal of licensure, 
late renewal fees and such other fees as are necessary to comply with the 
intent of subsection (b), for the entities and_ facilities listed in 
§ 68-11-202(a)(1). 

(2) The entities and facilities referenced in subdivision (a)(1), except those 
operated by the United States government or the state of Tennessee, shall 
make application for licensure and renewal under this part and shall pay the 
fees applicable to them to the department for regulatory purposes. 

(3) The licensure and annual renewal fees for the following types of home 
care organizations shall not exceed twenty-five percent (25%) of the total 
licensure and annual renewal fees set by the board for all other home care 
organizations: 

(A) Home care organizations that also pay a fee to be licensed by the 
department of mental health and substance abuse services; 

(B) Home care organizations owned and operated by therapists who pay 
a fee to be licensed under title 63, chapter 13 or chapter 17; or 

(C) Home care organizations that are owned and controlled by another 
home care organization that pays an annual license or renewal fee. 

(4) Excluded from payment of the fees as an ambulatory surgical treat- 
ment center and an outpatient diagnostic center are hospital based ambu- 
latory surgical treatment centers and outpatient diagnostic centers that are 
included in the licensing and renewal fee of the hospital in which they are 
located. 

(5) Prior to the promulgation of a rule increasing fees for licensed health 
care facilities, the department of health shall present to the board a detailed 
report justifying the proposed fee amount. The report shall include at least 
the following elements: 

(A) The fees currently charged, the proposed new fees, and the percent- 
age increase expected from the proposed fees; 

(B) The total number of full-time equivalent positions funded, and how 
those positions are funded, if not entirely from fee revenue; 

(C) Justification for any increase in fees, including an itemization of 
actual or expected increases in costs to the board, and inspection or 
licensure activities on which any proposed increases in funding will be 
spent; and 

(D) A specific breakdown that differentiates the costs incurred for 
licensure activities under state law from any other activity required by a 
contractual or legal requirement with the federal government. 

(6) Not later than sixty (60) calendar days prior to the presentation of the 
report and the information outlined in subdivision (a)(5) to the board, the 
report and the information outlined in subdivision (a)(5) shall be provided to 
the board and any provider association representing such a facility affected 
by a proposed change in licensure fees. The report and information shall be 
provided in both paper and electronic format, and shall be made available to 
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any affected licensed facility upon request. 

(7) Any increase or decrease in fees proposed or approved by the board 

must increase or decrease the fees for all licensed facilities by a similar 
percentage amount, which shall not vary more than five percent (5%) 
between facility types. 
(b)(1) The fees established by the board al be submitted with the 
appropriate applications. All fees so collected shall be deposited by the 
department with the state treasurer to the credit of the general fund, and 
shall be expended by the department and included in the appropriation 
made for the board in the general appropriations act. 

(2) It is the intent of the general assembly that the board establish and 
collect fees in an amount sufficient to pay the costs of operating the board, 
including, but not limited to, licensure and inspection costs. On or before 
December 31 of each year, the commissioner shall certify and report to the 
government operations committee of each house of the general assembly, if 
the board did not, during the fiscal year, collect fees in an amount sufficient 
to pay the costs of operating the board. If the board fails to collect sufficient 
fees to pay the costs of operating the board for a period of two (2) consecutive 
fiscal years, the board shall be reviewed by the joint evaluation committees 
and shall be subject to a revised termination date of June 30 of the fiscal year 
immediately following the second consecutive fiscal year during which the 


board operated at a deficit. 
(c) [Deleted by 2019 amendment.] 


History. 

Acts 1947, ch. 13, § 19; C. Supp. 1950, 
§ 5879.17 (Williams, § 4432.19); Acts 1968, ch. 
522,.§-.6; 1971, ch..225,§.9; 1975, ch. 215,972: 
1975; ch. 276, i813; 1976. ch. ATL 5660 laa: 
T.C.A. (orig. ed.), § 53-1317; Acts 1984, ch. 880, 
§ 9; 1989, ch. 434, §§ 4, 6; 1990, ch. 1090, 
8§ 1-7; 1991, ch. 459, §§ 1-5; 1991, ch. 475, 
8§ 1-4, 6; 1992, ch. 913, §§ 1, 14; 1992, ch. 953, 
§§ 1, 2, 4-6; 1993, ch. 234, § 21; 1993, ch. 422, 
§§ 1-4; 1994, ch. 747, § 5; 1994, ch. 993, 
8§ 1-3; 1995, ch. 316, §§ 1-3; 1996, ch. 674, 
§ 9; 1996, ch. 818, § 3; 1997, ch. 553, §§ 1-4; 
1998, ch. 1021, §§ 4, 5; 1999, ch. 431, 8§ 1-4; 
2000, ch. 902, §§ 3-5; 2000, ch. 981, § 92; 2000, 
ch. 991, §§ 1-4; 2001, ch. 431, §§ 1-7; 2001, ch. 
438, § 17; 2002, ch. 652, § 8; 2002, ch. 861, § 1; 
2003, ch. 242, § 1; 2003, ch. 387, §§ 1-4; 2004, 
ch. 917, § 5; 2004, ch. 923, § 1; 2005, ch. 100, 
§ 1; 2005, ch. 327, §§ 1-4; 2005, ch. 397, §§ 1, 
2; 2007, ch. 309, §§ 1-4; 2009, ch. 460, §§ 1-6; 
2009, ch. 566, § 12; 2010, ch. 1100, § 110; 2011, 
ch.478, §$° 1-5; 2012) ch. 575)" $1; ' 2012, eh. 
767, § 1; 2013, ch. 356, § 1; 2013, ch. 410, §§ 1, 
2: 2019) ch. 423, Set3y 


Amendments. 

The 2019 amendment deleted former (c) 
which read: “(c)(1) It is declared to be the 
legislative intent that every person is exercis- 
ing a taxable privilege who engages in the 
business of providing nursing home care. The 


assessment fee imposed by this subsection (c) 
shall be in addition to all other privilege taxes. 

“(2) Effective for one (1) year beginning July 
1, 2013, in addition to the fees set forth in 
subsection (a), each nursing home shall pay a 
nursing home annual assessment fee as set 
forth in this subsection (c). Such assessment fee 
shall be paid in equal monthly installments of 
one-twelfth (1/12) of the annual amount estab- 
lished by this subsection (c). The installments 
are due on the fifteenth day of each following 
month beginning August 15, 2013, for the July 
2013 installment and ending with a final pay- 
ment on July 15, 2014. 

“(3) The nursing home annual assessment fee 
shall be based on the number of nursing home 
beds licensed by this state on July 1, 2013, for 
the fiscal year following such date, excluding 
beds in nursing homes specifically certified as 
intermediate care beds for the mentally re- 
tarded. The assessment fee shall be uniformly 
applied to all licensed beds at the rate of two 
thousand two hundred twenty-five dollars 
($2,225) per licensed bed per year. Licensed 
facilities that are owned or operated by an 
agency of this state are not excluded from 
paying the assessment fee. There shall be no 
exclusions, deductions or adjustments applied 
to the assessment fee of any licensed facility 
different from any other such facility. Beds 
licensed after July 1, 2013, shall pay a prorated 
amount of the annual assessment fee for the 
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fiscal year following such date; provided, that 
no such assessment fee shall be due to the 
extent that the beds licensed after July 1, 2013, 
were the result of the transfer of such beds from 
one (1) licensed facility to another licensed 
facility, where the transferor facility had al- 
ready paid the full amount of the assessment 
fee on such beds, or where the transferor facil- 
ity agrees to continue to pay the monthly in- 
stallments due with respect to such beds. 

“(4) The commissioner shall adopt rules and 
regulations governing the collection of such 
assessment fees. Notwithstanding any other 
law, the commissioner is authorized to promul- 
gate such rules as emergency rules pursuant to 
the Uniform Administrative Procedures Act. 

“(5) Any challenge to the assessment fee 
imposed by this subsection (c) shall be brought 
pursuant to title 67, chapter 1, part 9 and 
§ 9-8-307(a)(1)(O). 

“(6)(A) All revenue collected pursuant to this 
subsection (c) shall be deposited in the general 
fund. 

“(B) All nursing home annual assessment fee 
payments made by nursing homes under this 
section and received by this state; all invest- 
ment earnings credited to the nursing home 
annual assessment fee payments; any interest 
and penalties paid under this section by any 
nursing home; and all funds generated by fed- 
eral matching payments made relative to the 
nursing home annual assessment fee shall be 
available to and used by the bureau of Tenn- 
Care for the sole purpose of providing payment 
to nursing homes. 

“(C) No part of the nursing home annual 
assessment fee payments made by nursing 
homes under this section and received by this 
state; the investment earnings credited to the 
nursing home annual assessment fee pay- 
ments; the interest and penalties paid under 
this section by any nursing home; or the funds 
generated by federal matching payments made 
relative to the nursing home annual assess- 
ment fee shall be used for any purpose other 
than providing payment to nursing homes. 

“(7)(A) If any part of any assessment fee 
imposed under this subsection (c) is not paid on 
or before the due date, a penalty of five percent 
(5%) of the amount due shall at once accrue and 
be added to such assessment fee. Thereafter, on 
the first day of each month during which any 
part of any assessment fee or any prior accrued 
penalty remains unpaid, an additional penalty 
of five percent (5%) of the then unpaid balance 
shall accrue and be added to such assessment 
fee or prior accrued penalty. In addition, assess- 
ment fees under this subsection (c) not paid on 
the due date shall bear interest at the maxi- 
mum lawful rate from the due date to the date 
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paid. Payment shall be deemed to have been 
made upon date of deposit in the United States 
mail. The commissioner may for good cause 
approve an alternative payment plan, as long 
as full payment of the assessment fee plus 
penalty and interest is made. 

“(B) If a nursing home is more than ninety 
(90) days delinquent in paying an installment 
of its annual nursing home assessment fee, the 
commissioner shall initiate proceedings before 
the board in accordance with the Uniform Ad- 
ministrative Procedures Act, so that the board 
may suspend admissions to the facility or oth- 
erwise direct the facility to pay the assessment 
fee and any accrued penalties and interest in 
full within a prescribed period of time. If the 
facility does not pay the assessment fee and any 
accrued penalties and interest in full within the 
prescribed period of time as directed by the 
board, the board shall suspend admissions to 
the facility. Any suspension of admissions im- 
posed according to this section shall immedi- 
ately be lifted following the full payment of the 
assessment fee and any accrued penalties and 
interest by the facility. If full payment of the 
assessment fee and any accrued penalties and 
interest is not paid within sixty (60) days from 
the first day of the suspension of admissions, 
the commissioner shall be authorized to initiate 
proceedings before the board in accordance 
with the Uniform Administrative Procedures 
Act so that the board may consider the revoca- 
tion of the facility’s license. 

“(8) The assessment fee imposed by this sub- 
section (c) may not be billed by the nursing 
home as a separately stated charge, but this 
shall not prevent the nursing home from ad- 
justing its rates to defray the cost associated 
with the assessment fee. 

“(9) The fiscal review committee shall review 
and have oversight of the implementation of 
this subsection (c). 

“(10) Enactment of this subsection (c) and 
any amendments to this subsection (c) shall not 
operate to excuse the monthly installment pay- 
ment of the nursing home assessment fee due 
on July 15, 20138. 

“(11) Any assessment fee obligation imposed 
by this subsection (c) shall be suspended to the 
extent that, and for the period that receipt of 
the assessment fee by the state results in, a 
corresponding reduction in federal financial 
participation under Title XIX of the federal 
Social Security Act, compiled in 42 U.S.C. 
§ 1396 et seq. 

“(12) The nursing home annual assessment 
fee established by this subsection (c) shall ter- 
minate on June 30, 2014.” 


Effective Dates. 
Acts 2019, ch. 423, § 14. July 1, 2019. 


68-11-218 HEALTH 142 
68-11-218. Report of disciplinary action and referral to or participa- 


tion in professional assistance program. 


(a) The chief administrative official of each hospital or other facility shall 
report to the respective licensing board, committee, council, or agency the 
following: 

(1) Any disciplinary action taken concerning any person licensed under 
title 63 or this title, when the action is related to professional ethics, 
professional incompetence, negligence, moral turpitude, or drug or alcohol 
abuse; and 

(2) Any information that the chief administrative official reasonably 
believes indicates that a person licensed under title 63 or this title has been 
referred to or participated in a professional assistance program on two (2) or 
more separate occasions because the person: 

(A) Inappropriately prescribed an opioid; 

(B) Diverted an opioid; 

(C) Engaged in sexual activity with a patient; or 

(D) Has a mental or physical impairment that prevents the person from 
safely practicing the licensed profession. 

(b)(1) A report to a licensing board, committee, council, or agency made 

pursuant to subdivision (a)(1) must be in writing and must be made within 

sixty (60) days of the date of a disciplinary action described in subdivision 

(a)(1). 

(2) A report to a licensing board, committee, council, or agency made 
pursuant to subdivision (a)(2) must be in writing, must be made on or before 
January 31 of each year, and must cover any referrals occurring during the 
previous calendar year. 

(c) For purposes of this section, “disciplinary action” includes termination, 
suspension, reduction, or resignation of hospital privileges for any of the 
reasons listed in subsection (a). 

(d) Notwithstanding § 63-1-150, § 63-6-228, or any other provision to the 
contrary, the hospital or facility shall make available to the respective 
licensing board, committee, council, or agency, for examination all records 
pertaining to a disciplinary action described in subdivision (a)(1). 

(e) Any individual who, as a member of any committee, an employee, or a 
contractor of any hospital or facility, files a report pursuant to this section, is 
immune from liability to the extent provided in § 63-1-150. 


History. 
Acts 1976, ch. 631, § 1; 1980, ch. 522, § 1; 


(c), substituted “§ 63-1-150” for “§ 63-6-219 
[repealed]”; and in (d) added “quality improve- 


T.C.A., § 53-1330; Acts 2004, ch. 745, § 1; 
2017, ch. 4, §§ 8-10; 2017, ch. 240, § 5; 2021, 
ch. 461, § 5. 


Compiler’s Notes. 

Acts 2021, ch. 461, § 6 provided that the act, 
which amended this section, applies to disci- 
plinary actions taken or information first re- 
ceived on or after May 18, 2021. 


Amendments. 
The 2017 amendment by ch. 4, effective 
March 15, 2017 until May 2, 2017, in (b)(1) and 


ment”, substituted “healthcare organization” 
for “hospital or professional society”, substi- 
tuted “§ 63-1-150” for “§ 63-6-219 [repealed], 
and substituted “§ 63-1-150” for § 63-6-219(b) 
[repealed].” 

The 2017 amendment by ch. 4, as amended 
by ch. 240, effective May 2, 2017, rewrote the 
section which read: “(a)(1) The chief adminis- 
trative official of each hospital or other health 
care facility shall report to the board of medical 
examiners any disciplinary action taken con- 
cerning any physician, when such action is 
related to professional ethics, medical incompe- 
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tence, moral turpitude, or drug or alcohol 
abuse. 

“(2) Disciplinary action shall include termi- 
nation, reduction or resignation of hospital 
privileges for any of the reasons listed in sub- 
division (a)(1). 

“(3) The report shall be in writing and made 
within sixty (60) days of the date of the action. 

“(b)(1) Any professional society within this 
state, comprised primarily of physicians, that 
takes formal disciplinary action against a mem- 
ber pursuant to § 63-1-150, shall report the 
action to the board of medical examiners, when 
the action taken is related to professional eth- 
ics, medical incompetence, moral turpitude or 
drug or alcohol abuse. 

“(2) This report shall be in writing and made 
within sixty (60) days of the action. 

“(c) The hospital or professional society shall 
make available to the board of medical exam- 
iners, for examination, any and all records 
pertaining to the disciplinary action taken, 
notwithstanding § 63-1-150 to the contrary. 

“(d) Any individual who, as a member of any 
quality improvement committee or employee of 
any healthcare organization, as defined in 
§ 63-1-150, files a report pursuant to this sec- 
tion, shall be immune from liability as provided 
in § 63-1-150.” 

The 2021 amendment rewrote the section, 
which read: “(a)(1) The chief administrative 
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official of each hospital or other health care 
facility shall report to the respective licensing 
board, committee, council, or agency any disci- 
plinary action taken concerning any person 
licensed under title 63 or this title, when such 
action is related to professional ethics, profes- 
sional incompetence or negligence, moral turpi- 
tude, or drug or alcohol abuse. 

“(2) ‘Disciplinary action’ shall include termi- 
nation, suspension, reduction, or resignation of 
hospital privileges for any of the reasons listed 
in subdivision (a)(1). 

“(3) The report shall be in writing and made 
within sixty (60) days of the date of the action. 

“(b) The hospital or health care facility shall 
make available to the respective licensing 
board, committee, council, or agency, for exami- 
nation, all records pertaining to the disciplin- 
ary action taken, notwithstanding § 63-1-150, 
§ 63-6-228, or any other provision to the con- 
trary. 

“(c) Any individual who, as a member of any 
committee, employee, or contractor of any hos- 
pital or health care facility, files a report pur- 
suant to this section, shall be immune from 
liability to the extent provided in § 63-1-150.” 


Effective Dates. 
Acts 2017, ch. 4, § 11. March 15, 2017. 
Acts 2017, ch. 240, § 6. May 2, 2017. 
Acts 2021, ch. 461, § 6. May 18, 2021. 


68-11-221. Deficiencies in facilities—Special monitors. 


During a suspension of admissions pursuant to § 68-11-252, the commis- 
sioner shall appoint one (1) or more special monitors, if the deficiency 
threatens serious bodily harm to the patients or residents of the facility. The 
commissioner may appoint a special monitor or monitors at any other time, if 
the commissioner has reason to believe that deficiencies exist in a facility that 
are detrimental to the direct care of the patients or residents. Whenever the 
appointment of monitors is utilized pursuant to this section, the commissioner 
shall appoint a sufficient number of monitors to ensure their presence in the 
facility for a minimum of twenty (20) hours per week. The monitors shall 
observe the operation of the facility, and shall submit written reports periodi- 
cally to the commissioner on the operation of the facility. Persons appointed as 
monitors shall be duly qualified to discharge their responsibilities. While 
employed as monitors, they shall represent the department with the power to 
observe and review all of the facility's operation, with attention to those 
aspects for which the suspension of admission was imposed. When appoint- 
ment of a monitor or monitors is mandated by this section, the facility shall be 
liable for the costs of the special monitors, until it has been determined that 
the deficiencies have been corrected. No part of such costs for which a facility 
is liable shall be recoverable by the facility, either directly or indirectly, from 
the medical assistance program administered pursuant to title 71, chapter 5, 
part 1. The commissioner may retain a monitor in a facility after correction to 
evaluate the facility's continued compliance, but it shall be at the expense of 
the department. The costs of such monitors shall be recoverable as follows: 
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(1) Deduction of the amount of such costs from amounts otherwise due 
from the state to the facility and to remittance of such amounts to the 
department; 

(2) Addition of such costs to the facility’s licensing fee, the renewal of the 
facility’s license to be contingent upon the prior payment of such costs; or 

(3) By suit of the department in the circuit or chancery court to recover 
such costs. 


History. to § 68-11-252,” for “pursuant to § 68-11-207,” 
Acts 1986, ch. 775, § 1; 2018, ch. 655, § 4. near the beginning of the first sentence. 
Amendments. Effective Dates. 


The 2018 amendment substituted “pursuant Acts 2018, ch. 655, § 15. July 1, 2018. 


68-11-222. Acquired immune deficiency syndrome (AIDS) — Policies. 


(a) All acute care hospitals, birthing centers, prescribed child care centers, 
and ambulatory surgical treatment centers in Tennessee licensed pursuant to 
this part shall adopt, in the discretion of the institution and in consultation 
with the institution’s medical staff, appropriate policies regarding the testing 
of patients and staff for human immunodeficiency virus (HIV) and any other 
identified causative agent of acquired immune deficiency syndrome (AIDS). 

(b) Acting in consultation with the department of health, the following state 
entities shall promulgate rules requiring the respective facilities and persons, 
regulated by such state entities, to adopt and appropriately utilize universal 
precautions for prevention of HIV transmission: 

(1) Board for licensing health care facilities, created under § 68-11-202; 
(2) Board of dentistry, created under § 63-5-101; 

(3) Board of medical examiners, created under § 63-6-101; 

(4) Board of physician assistants, created under § 63-19-103; 

(5) Board of nursing, created under § 63-7-201; 

(6) Board of occupational therapy, created under § 63-13-216; 

(7) Board of optometry, created under § 63-8-103; 

(8) Board of osteopathic examination, created under § 63-9-101; 

(9) Board of physical therapy, created under § 63-13-318; and 

(10) Board of podiatric medical examiners, created under § 63-3-103. 

(c)(1) In the event that an employee of a health care facility or an inpatient 

mental health facility licensed under title 33, a student studying at the 

health care facility or inpatient mental health facility licensed under title 33 

or other care provider that renders services at the healthcare facility or 

inpatient mental health facility licensed under title 33 is exposed to the 
blood or other body fluid of a patient, the facility may require that patient’s 
blood to be tested for the presence of the hepatitis B virus and the HIV/AIDS 

virus. , 

(2) Such testing shall be performed at no charge to the patient and the 
results of such testing shall be confidential. 
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History. 

Acts 1989, ch. 447, § 1; 1993, ch. 264, §§ 1-3; 
1993, ch. 340, § 1; 1996, ch. 674, § 11; 2000, ch. 
981, § 94; 2007, ch. 115, § 12; 2008, ch. 848, 
Sale 202 lecha 565.4010, 
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istrative Procedures Act, compiled in Tennessee 
Code Annotated, Title 4, Chapter 5. 


Amendments. 
The 2021 amendment substituted “Board of 


physician assistants” for “Board of medical ex- 
aminers’ committee on physician assistants” in 


(b)(4). 


Effective Dates. 
Acts 2021, ch. 565, § 15. May 26, 2021. 


Compiler’s Notes. 

Acts 2021, ch. 565, § 13 provided that rules 
promulgated pursuant to this chapter to effec- 
tuate the purposes of the act must be promul- 
gated in accordance with the Uniform Admin- 


68-11-226. Licensing of home medical equipment provider. 


(a) The board shall establish, by rules and regulations, standards by which 
a home medical equipment provider shall be licensed. The board shall provide 
by rule that any home medical equipment provider accredited by the joint 
commission on accreditation of health care organizations or other home care 
accrediting organizations recognized by the health care financing administra- 
tion may submit documents evidencing current accreditation and shall be 
presumed to comply with the requirements of the board. Licensing of a home 
medical equipment provider that has been accredited by the joint commission 
on accreditation of health care organizations or other home care accrediting 
organizations recognized by the health care financing administration shall 
become effective upon written notification from the board’s staff that the 
accreditation meets the standards set out in the rules and regulations 
promulgated pursuant to this section. The board shall also establish, by rule, 
provisions to ensure that branch offices of a home medical equipment provider 
are not required to be separately licensed nor charged separate license fees. 
The board shall establish by rule that a provider of home medical equipment 
services that has a principal place of business outside this state shall maintain 
an office or place of business within this state. 

(b) Nothing in this section or in § 68-11-102 [repealed] or § 68-11-201 or 
any other law shall require a home medical equipment provider that provides 
respiratory care equipment and that employs a respiratory care therapist, 
technician or assistant for the purpose of assisting patients with the use of 
such equipment to obtain authority as a provider of home health services. 

(c) Nothing in this section or in § 68-11-201 requires a person providing 
home medical equipment services to obtain a certificate of need pursuant to 
part 16 of this chapter. 

(d)(1) All home care organizations providing prescribed wheeled mobility 

devices in this state shall have on staff, or contract with, a qualified 

rehabilitation professional. 

(2) Home care organizations providing prescribed wheeled mobility de- 
vices shall obtain a complete written evaluation and recommendation by a 
qualified rehabilitation professional or physical therapist (PT) or occupa- 
tional therapist (OT) for recipients of prescribed wheeled mobility devices. 

(3) Home care organizations providing prescribed wheeled mobility de- 
vices shall obtain a complete face-to-face written evaluation and recommen- 
dation by a qualified rehabilitation professional for consumers of prescribed 
wheeled mobility devices. 
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(4) On and after July 1, 2007, a one-hundred-eighty-day grace period shall 
be provided to organizations that provide prescribed wheeled mobility 
devices, if the qualified rehabilitation professional on staff ceases to be 
employed and the organization has no other qualified rehabilitation profes- 
sional on staff. | 

(5)(A) On and after July 1, 2007, all organizations making available 

prescribed wheeled mobility devices to consumers in this state shall have 

a repair service department or a contract with a repair service department 

located in the state. The organization shall have a qualified technician 

with knowledge and capability of servicing the product provided to the 
consumer. 

(B) As used in this section, unless the context otherwise requires, 
“consumer” means an individual for whom a wheeled mobility device, 
manual or powered, has been prescribed by a physician, and required for 
use for a period of six (6) months or more. 

(6) On or after July 1, 2007, delivery and final fitting of a wheeled mobility 
device shall be determined by a qualified rehabilitation professional. This 
subsection (d) exempts wheeled mobility devices under category Group 1 
medicare codes. 

(e) Nothing in this section or § 68-11-201 shall require a provider of home 
medical equipment or services that manufactures or distributes, or both 
manufactures and distributes, the provider’s own company-branded insulin 
infusion pumps and related supplies and services to have a place of business 
within the state if the provider: 

(1) Maintains an employee presence within the state; 

(2) Is accredited by the joint commission; and 

(3) Maintains a service telephone number for twenty-four-hour access, 
seven (7) days a week. 


History. Effective Dates. 

Acts 1995, ch. 244, §§ 5-7; 1997, ch. 26, § 1; Acts 2015, ch. 476, § 3. May 18, 2015. 
2003, ch. 121, § 3; 2007, ch. 377, §§ 3, 4; 2010, 
ch. 770, § 1; 2015, ch. 476,/§ 2. 


Amendments. 
The 2015 amendment added (e). 


68-11-233. Criminal background check of applicants. 


(a) A home care organization that provides home health services or hospice 
services shall require a criminal background check of persons who apply for 
employment with the organization as a paid employee and provider of direct 
care to a patient, prior to such persons being employed by the organization. 
The background check shall be conducted either by the Tennessee bureau of 
investigation and the federal bureau of investigation, or by a professional 
background screening organization or criminal background check service or 
registry. 

(b) Any person who applies for employment with a home care organization 
as a paid employee and provider of direct care to a patient shall consent to the 
following: 
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(1) The release of all investigative records to such organization for 

examination for the purpose of verifying the accuracy of criminal violation 
information contained on an application to work for such organization; 

(2) To supply fingerprint samples and submit to a criminal history records 
check to be conducted by the Tennessee bureau of investigation and the 
federal bureau of investigation; 

(3) To provide past work and personal references to be checked by such 
organization; and 

(4) The release of any information required for a criminal background 
investigation by a professional background screening organization or crimi- 
nal background check service or registry. 

(c) A home care organization shall not disclose criminal background check 
information obtained under subsection (a) to a person who is not involved in 
evaluating a person’s employment, except as required or permitted by state or 
federal law. 

(d) Any costs incurred by the Tennessee bureau of investigation and the 
federal bureau of investigation in conducting the investigation of applicants 
shall be paid by the home care organization requesting such investigation and 
information, in accordance with §§ 38-6-103 and 38-6-109. 

(e) This section shall also apply to any company, organization, or agency 
that provides or arranges for the supply of direct care staff to an organization 
described in subsection (a). The company, organization, or agency shall be 
responsible for initiating a criminal background check on any person hired by 
that entity for the purposes of working in a home care organization that 
provides home health services or hospice services, and shall be required to 
report the results of the criminal background check to any home care 
organization in which the company, organization, or agency arranges for that 
individual to work, upon such a request by a company, organization, or agency. 

(f) Ahome care organization that declines to employ or terminates a person 
based upon criminal background information provided to the organization 
under this section shall be immune from suit by or on behalf of that person for 
the termination of or the refusal to employ that person. 


History. 
Acts 1997, ch. 232, § 1; 20038, ch. 116, §§ 1, 2; 
2016, ch. 1044, § 4. 


Amendments. 

The 2016 amendment rewrote the section 
which read: “(a) A home care organization that 
provides home health services or hospice ser- 
vices may require any person who applies for 
employment with the organization as a paid 
employee or as a volunteer, to do one (1) or more 
of the following: 

“(1) Agree to the release of all investigative 
records to such organization for examination 
for the purpose of verifying the accuracy of 
criminal violation information contained on an 


application to work for such organization or to 
provide volunteer services; or 

“(2) Supply fingerprint samples and submit 
to a criminal history records check to be con- 
ducted by the Tennessee bureau of investiga- 
tion and the federal bureau of investigation. 

“(b) Any costs incurred by the Tennessee 
bureau of investigation and the federal bureau 
of investigation in conducting such investiga- 
tion of applicants shall be paid by the home 
care organization requesting such investigation 
and information. Payment of such costs is to be 
made in accordance with § 38-6-103.” 


Effective Dates. 
Acts 2016, ch. 1044, § 11. July 1, 2016. 
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68-11-238. Marketing strategies and strategic plans — Confidentiality 
of records — Closed meetings. 


Attorney General Opinions. board and public inspection. OAG 15-08, 2015 
Permissibility of closed sessions of board of Tenn. AG LEXIS 7 (1/28/15). 
public hospital; records of studies considered by | 


68-11-239. Central service technician. 


(a) As used in this section: 

(1) “Central service department” means a department within a healthcare 
facility that processes, issues, and controls medical supplies, devices and 
equipment, both sterile and nonsterile, for patient care areas of a healthcare 
institution; 

(2) “Central service technician” means a person who decontaminates, 
inspects, assembles, packages, and sterilizes reusable medical instruments 

‘or devices in a healthcare institution, whether such person is employed by 
the healthcare institution or provides services pursuant to a contract with 
the healthcare institution; 

(3) “Healthcare institution” means an ambulatory surgical treatment 
center or a hospital, as those facilities are defined in § 68-11-201; and 

(4) “Healthcare provider” means a person that provides healthcare ser- 
vices and is registered, certified, or licensed in accordance with title 63 and 
is under the division of health-related boards. 

(b) Unless otherwise permitted pursuant to this section, no person shall 
practice as a central service technician unless the person: 

(1)(A) Has successfully passed a nationally accredited central service 

exam for central service technicians and holds and maintains one (1) of the 

following credentials: 

(i) A certified registered central service technician credential admin- 
istered by the International Association of Healthcare Central Service 
Material Management; or 

(ii) A certified sterile processing and distribution technician creden- 
tial administered by the Certification Board for Sterile Processing and 
Distribution, Inc.; or 
(B) Was employed or otherwise contracted for services as a central 

service technician in a healthcare institution before January 1, 2017; or 

(2) Obtains a certified registered central service technician credential 
administered by the International Association of Healthcare Central Service 
Material Management or the Certification Board for Sterile Processing and 
Distribution, Inc., not later than two (2) years after the person’s date of hire 
or contracting for services with a healthcare institution. 

(c) A person who qualifies to practice as a central service technician in a 
healthcare institution under subsection (b) shall complete a minimum of ten 
(10) hours of continuing education annually. The continuing education shall be 
in areas related to the functions of a central service technician. 

(d) Nothing in this section shall prohibit the following persons from per- 
forming the tasks or functions of a central service technician: 

(1) A healthcare provider operating within the scope of practice for that 
provider established pursuant to title 63; 
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(2) A surgical technologist operating within the scope of practice estab- 
lished by § 68-57-1085; 

(3) A diagnostic medical sonographer while performing the duties of a 
sonographer; | 

(4) A student or intern performing the functions of a central service 
technician under the direct supervision of a person authorized under 
subdivision (d)(1) or (d)(2) as part of the student’s or intern’s training or 
internship; or 

(5) A person who does not work in a central service department in a 
healthcare institution, but who has been specially trained and determined 
competent, based on standards set by a healthcare institution’s infection 
prevention or control committee, acting in consultation with a central 
service technician certified in accordance with subsection (b), to decontami- 
nate or sterilize reusable medical equipment, instruments, or devices, in a 
manner that meets applicable manufacturer’s instructions and standards. 
(e) A healthcare institution shall retain a list of persons determined to be 


competent under subdivision (d)(5)..The list shall include job titles for such 
persons. A person determined to be competent pursuant to subdivision (d)(5) 
shall annually complete a minimum of ten (10) hours of continuing education 
in areas related to infection control and the decontamination and sterilization 
of reusable medical equipment, instruments and devices. 


(f)(1) For any person practicing as a central service technician at a health- 
care institution pursuant to subdivision (b)(1)(A), the healthcare institution 
shall maintain documentation that the person meets all requirements of 
subdivision (b)(1)(A). 

(2) For any person practicing as a central service technician at a health- 
care institution pursuant to subdivision (b)(1)(B), the healthcare institution 
shall maintain documentation of the dates for which the person was 
employed or otherwise contracted for services as a central services techni- 
cian in the healthcare institution to verify that the person meets all 
requirements of subdivision (b)(1)(B). 

(g) Any healthcare institution that employs or contracts with a central 


service technician shall submit to the department of health, upon request, 
including, but not limited to, during an inspection performed pursuant to this 
part, documentation demonstrating that the central service technician com- 
plies with the requirements of this section. 


History. 
‘Acts 22016 ich. 71004, § 139 20b7; ch. 1178; 
§§ 1-5. 


Amendments. 

The 2017 amendment inserted “registered, 
certified, or” in (a)(4); substituted “person who 
qualifies to practice as a central service techni- 
cian in a healthcare institution under subsec- 
tion (b)” for “central service technician” in the 
first sentence of (c); added (d)(3) and redesig- 
nated former (d)(3) and (d)(4) as present (d)(4) 


and (d)(5), respectively; substituted “person au- 
thorized under subdivision (d)(1) or (d)(2)” for 
“a healthcare provider” in present (d)(4); sub- 
stituted “in a healthcare institution” for “in a 
healthcare facility” in present (d)(5); substi- 
tuted “subdivision (d)(5)” for “subsection (d)” 
twice in (e); and added present (f) and redesig- 
nated former (f) as present (g). 


Effective Dates. 
Acts 2016, ch. 1004, § 2. January 1, 2017. 
Acts 2017, ch. 178, § 6. April 24, 2017. 
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68-11-240. Participation in drug donation repository program. 


Notwithstanding any rule to the contrary, a nursing home, as defined in 
§ 68-11-201, is authorized to participate in a drug donation repository pro- 
gram under title 63, chapter 10 until such time as the board for licensing 
health care facilities promulgates rules to effectuate such participation. 
Nothing in this title or title 63 precludes a nursing home from utilizing a drug 
donation repository program for drug disposal services. 


History. 
Acts 2017, ch. 355, § 1. 


and reporter, and at the same time the text of 
the rule is made available to the government 


Compiler’s Notes. 

Acts 2017, ch. 355, § 3 provided that not- 
withstanding this act, which enacted this sec- 
tion, or the Uniform Administrative Procedures 
Act, compiled in Tennessee Code Annotated, 
title 4, chapter 5, any rule promulgated to 
implement this act shall be provided to the 
chairs of the health committee of the house of 
representatives and the health and welfare 
committee of the senate by the secretary of 
state, after approval by the attorney general 


operations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for chair of the health committee of the 
house of representatives and chair of the health 
and welfare committee of the senate to be 
afforded the opportunity to comment on the 
rule. 


Effective Dates. 
Acts 2017, ch. 355, § 4. May 11, 2017. 


68-11-241. Promulgation of rules to permit disposal of prescription 
drugs. 


(a) Notwithstanding this title or any rule, the board for licensing health care 
facilities is directed to use emergency rulemaking under § 4-5-208 to promul- 
gate rules by January 1, 2018, to permit facilities licensed under this part to 
dispose of controlled substances and other prescription drugs by destruction 
using any means permitted by the federal drug enforcement administration. 

(b) Notwithstanding this title or any rule, the board for licensing health care 
facilities is directed to use emergency rulemaking under § 4-5-208 to promul- 
gate rules by January 1, 2018, to permit the disposal by donation or other 
means, including a drug donation repository program, of prescription drugs 


that are not controlled substances. 


History. 
Acts 2017, ch. 355, § 2. 


Compiler’s Notes. 

Acts 2017, ch. 355, § 3 provided that not- 
withstanding this act, which enacted this sec- 
tion, or the Uniform Administrative Procedures 
Act, compiled in Tennessee Code Annotated, 
Title 4, Chapter 5, any rule promulgated to 
implement this act shall be provided to the 
chairs of the health committee of the house of 
representatives and the health and welfare 
committee of the senate by the secretary of 
state, after approval by the attorney general 


and reporter, and at the same time the text of 
the rule is made available to the government 
operations committees of the senate and the 
house of representatives for purposes of con- 
ducting the review required by § 4-5-226 in 
order for chair of the health committee of the 
house of representatives and chair of the health 
and welfare committee of the senate to be 
afforded the opportunity to comment on the 
rule. 


Effective Dates. 
Acts 2017, ch. 355, § 4. May 11, 2017. 


68-11-242. Differentiation between licensed physicians based on main- 
tenance of certification. 


(a) For purposes of this section: 
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(1) “Maintenance of certification” means any process requiring periodic 
recertification examinations or other activities to maintain specialty medical 
board certification; and 

(2) “Organized medical staff’ means an organized body composed of 
individuals appointed by a facility’s governing board that operates under 
bylaws approved by the governing body and is responsible for the quality of 
medical care provided to patients by the facility. 

(b) Except as otherwise provided by this section, facilities licensed under 
this title may only differentiate between licensed physicians based on a 
physician’s maintenance of certification in medical staff privileging and 
credentialing when authorized through the following process: 

(1) The voting members of the facility’s organized medical staff vote to 
adopt the differentiation; and 

(2) The facility’s governing body reviews and approves the action of the 
medical staff. 

(c) An authorization described by subsection (b) may: 

(1) Establish terms applicable to the facility’s differentiation, including: 

(A) Appropriate grandfathering provisions; and 
(B) Limiting the differentiation to certain medical specialties; and 

(2) Be rescinded at any time when: 

(A) The voting members of the facility's organized medical staff vote to 
rescind the differentiating action; and 

(B) The facility’s governing body reviews and approves the rescinding 
action of the organized medical staff. 

(d) Nothing in this section restricts a facility’s ability to differentiate 
between physicians in medical staff privileging and credentialing based on a 
physician’s maintenance of certification when: 

(1) The facility’s designation under law or certification or accreditation by 
a national certifying or accrediting organization is contingent on the facility 
requiring a specific maintenance of certification by physicians seeking staff 
privileges or credentialing at the facility; and 

(2) The differentiation is limited to those physicians whose maintenance 
of certification is required for the facility's designation, certification, or 
accreditation as described by subdivision (d)(1). 

(e) Nothing in this section requires a facility’s organized medical staff or 
governing body to reconsider or vote to reconsider maintenance of certification 
differentiation or requirements made prior to July 1, 2018. 


History. Effective Dates. 
Acts 2018, ch. 694, § 3. Acts 2018, ch. 694 § 4. July 1, 2018. 


68-11-243. Collection of out-of-network charges by healthcare facility. 


(a) For the purposes of this section: 

(1) “Emergency medical services” means the services used in responding 
to the perceived individual need for immediate medical care in order to 
prevent loss of life or aggravation of physiological or psychological illness or 
injury; 

(2) “Healthcare facility” means a hospital as defined in § 68-11-201, or an 
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ambulatory surgical treatment center as defined in § 68-11-201; 

(3) “Healthcare provider” means any doctor of medicine, osteopathy, 
dentistry, chiropractic, podiatry, or optometry; a pharmacist or pharmacy; a 
hospital; a home health agency; an entity providing infusion therapy 
services; or an entity providing medical equipment services; 

(4) “In-network healthcare facility” means a healthcare facility that has a 
current contract provider agreement with the insured’s insurer; 

(5) “Insured” means any person who has health insurance coverage as 
defined in § 56-7-109 through a health insurance entity as defined in 
§ 50-7-109; 

(6) “Out-of-network facility-based physician” means a physician: 

(A) To whom a participating healthcare facility has granted clinical 
privileges; 

(B) Who provides services to patients of the participating healthcare 
facility pursuant to those clinical privileges; and 

(C) Who does not have a current contract provider agreement with the 
insured’s insurer; 

(7) “Stabilized” means, with respect to an emergency medical condition, 
that no material deterioration of the condition is likely, within a reasonable 
medical probability, to result from or occur during transfer of the individual 
from a facility; and 

(8) “Transfer” means transporting a patient from one (1) location to 
another for medical services. 

(b) Healthcare facilities are prohibited from collecting out-of-network 
charges from an insured, or the insurer on behalf of the insured, in excess of 
the cost sharing amount required in accordance with the insured’s health 
benefits coverage for the items and services, unless: 

(1) The healthcare facility provides written notice to the insured or the 
insured’s personal representative, prior to medical services being pioyiaes, 
that contains the following: 

(A) A statement that the insured agrees to receive medical services by 
the out-of-network facility and will receive a bill for the amount unpaid by 
the insured’s insurer; 

(B) Astatement that the nonparticipating out-of-network facility-based 
physician may not have a current contract provider agreement with the 
insured’s insurer and is an out-of-network provider; 

(C) A statement that the insured agrees to receive medical services by 
an out-of-network provider and will receive a bill for the amount unpaid by 
the insured’s insurer; 

(D) If the healthcare facility is out-of-network or otherwise a non- 
participating provider, the estimated amount that the facility will charge 
the insured for items and services; and 

(EK) A listing of anesthesiologists, radiologists, emergency room physi- 
cians, and pathologists or the groups of such healthcare providers with 
which the facility has contracted, including the healthcare provider or 
group name, phone number, and website, along with the following 
statement: 

The physicians and other healthcare providers that may treat 
the patient at this facility may not be employed by this facility 
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and may not participate in the patient’s insurance network. 

Anesthesiologists, radiologists, emergency room physicians, 
and pathologists are not employed by this facility. Services 
provided by those specialists, among others, will be billed 
separately. 

Before receiving services, the patient should check with his or 
her insurance carrier to find out if the patient’s providers are 
in-network. Otherwise, the patient may be at risk of higher 
out-of-network charges. 

(2) The insured or the insured’s personal representative signs the written 
notice, acknowledging agreement to receive medical services by an out-of- 
network provider or should the insured or insured’s personal representative 
refuse to sign the written notice, the healthcare facility documents in the 
patient’s medical record that it provided the notice and that the patient 
refused to sign the notice. 

(c) Prior to admission for a scheduled medical procedure, a healthcare 
facility shall provide the insured with informational materials that include the 
following: 

(1) The estimated amount of copay, deductible, or coinsurance, or range of 
estimates, that the facility will charge the insured for scheduled items 
and/or services provided by the facility in accordance with the insured’s 
health benefit coverage for the items and services or as estimated by the 
insurance company on its website for its insured or through the available 
information to the facility at the time of prior authorization; 

(2) A listing of anesthesiologists, radiologists, emergency room physi- 
cians, and pathologists or the groups of such healthcare providers with 
which the facility is contracted, including the healthcare provider or group 
name, phone number, and website; and 

(3) The following statement: 

The patient will be billed for additional charges, including 
out-of-network charges, if the patient is provided medical services 
by a healthcare provider that is not in-network. In particular, the 
patient should ask the facility if he or she will be provided any 
medical services by anesthesiologists, radiologists, emergency 
room physicians, or pathologists who are not in the patient’s 
network. 

(d)(1) Except as provided in subdivision (d)(2), the notice required by 

subdivision (b)(1) must be provided to the insured, or the insured’s personal 

representative, at the time of admission. 

(2)(A) lf the insured is receiving medical services through a hospital 

emergency department and is incapacitated or unconscious at the time of 

receiving those services, the notice will not be required at that time. 

(B) In circumstances as described in subdivision (d)(2)(A), the written 
notice required by subdivision (b)(1) must be provided to the insured, or 
the insured’s personal representative, after receiving medical services and 
within twelve (12) hours following stabilization. Information about a 
transfer to an in-network facility must also be provided with the written 
notice. 
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(e) The failure of the healthcare facility to provide the notice required by 
subdivision (b)(1) and subsection (c) does not give rise to any right of 
indemnification or private cause of action against the healthcare facility by an 
out-of-network facility-based physician for an insurer’s disregard of an in- 
sured’s assignment of benefit. 

(f) When treated at an out-of-network facility, the insured, or the insured’s 
personal representative, must receive the written notice required by subdivi- 
sion (b)(1)*from the facility before being transferred by an ambulance as 
defined in § 68-140-302 to another facility for treatment of medical services 
unless the insured would be at risk of bodily injury by the facility giving the 
insured the notice. The written notice must provide information about the 
possibility of a transfer to an in-network facility if the in-network facility has 
similar treatment available and will not risk the insured’s health. 

(g) A bill to an insured from a healthcare provider or healthcare facility 
must contain a telephone number. for the department and a clear and concise 
statement that the insured may call the department to complain about any 
out-of-network charges. 

(h) An in-network healthcare facility does not need to provide an insured 
with the notice required in subdivision (b)(1)(E) or (c)(3) if the healthcare 
facility employs all facility-based physicians or requires all facility-based 
physicians to participate in all of the insurance networks in which the 
healthcare facility is a participating provider or if the healthcare facility 
contractually prohibits all facility-based physicians from balance billing pa- 
tients in excess of the cost sharing amount required in accordance with the 


insured’s health benefits coverage for the items and services provided. 


History. 
Acts 2018, ch. 840, § 2; 2019, ch. 239, § 2. 


Compiler’s Notes. 

Acts 2018, ch. 840, § 3 provided that the act, 
which enacted this section, shall apply to ser- 
vices rendered on or July 1, 2018. 

Acts 2019, ch. 239, § 3 provided that the act, 
which amended this section, shall apply to 
services rendered on or after April 30, 2019. 


Amendments. 

The 2019 amendment, in (a), rewrote the 
definition of “healthcare provider” which read: 
““Healthcare provider’ means a physician li- 
censed pursuant to chapter 6 or 9 of title 63, 
who either is employed by a healthcare facility 
or contracts with a healthcare facility to pro- 
vide medical services;”; redesignated former 
(i)-Gii) in the definition of “out-of-network facil- 
ity-based physician” as present (A)-(C); and 
rewrote the definition of “stabilized” which 
read: “‘Stabilized’ means the patient is no lon- 
ger in need of emergency medical services; 
and”; in (b), inserted “in excess of the cost 
sharing amount required in accordance with 
the insured’s health benefits coverage for the 
items and services,” in the introductory lan- 
guage, inserted “or the insured’s personal rep- 
resentative,” in (1); rewrote (1)(D) which read: 


“(D) If the healthcare facility is not in-network 
or otherwise a participating provider, the esti- 
mated amount that the facility will charge the 
insured for items and services in excess of any 
cost sharing obligations that the insured would 
otherwise have under the insured’s health ben- 
efits coverage for the items and services if the 
facility were in-network or otherwise partici- 
pating in the coverage; and”, substituted 
“healthcare providers” for “physicians” and 
substituted “healthcare provider” for “physi- 
cian” in (1)(E), and rewrote (2) which read: “The 
insured signs the written notice, acknowledg- 
ing agreement to receive medical services by an 
out-of-network provider.”; in (c), substituted 
“Prior to admission for” for “Prior to admission 
or” at the beginning, rewrote (1) which read: “ 
The estimated amount that the facility will 
charge the insured for items and services pro- 
vided by the facility in accordance with the 
insured’s health benefits coverage for the items 
and services;”, substituted “healthcare provid- 
ers” for “physicians” and substituted “health- 
care provider” for “physician” in (2); added 
present (e) and redesignated former (e) and (f) 
as present (f) and (g); in present (f), added 
“When treated at an out-of-network facility” at 
the beginning, substituted “another facility” for 
“another facility or physician” in the first sen- 
tence, and deleted “to the insured” following 
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“treatment available” in the last sentence; and Acts 2019, ch. 239, § 3. April 30, 2019. 
added (h). 


Effective Dates. 
Acts 2018, ch. 840, § 3. July 1, 2018. 


68-11-244. Certified medical assistants. 


(a) As used in this section: 

(1) “Ambulatory outpatient hospital clinic” means a clinic or physician 
office that is owned and operated by a hospital licensed under this title and 
that provides treatment to patients who are not admitted as inpatients to 
the hospital; 

(2) “Certified medical assistant” means personnel with training to func- 
tion in an assistive role to a licensed physician or licensed nurse in the 
provision of patient care activities in a facility used as an ambulatory 
outpatient hospital clinic as delegated by the physician or licensed nurse; 
and 

(3) “Licensed nurse” means an individual engaged in the practice of 
professional nursing as defined in § 63-7-103 or an advanced practice 
registered nurse as defined in § 63-7-126. 

(b) Physician assistants licensed under title 63, chapter 19 and medication 
aides certified under § 63-7-127 are not subject to the certification require- 
ments or practice restrictions of this section. 

(c) A hospital licensed under this title, may employ certified medical 
assistants to administer approved medications to the hospital’s patients in an 
ambulatory outpatient hospital clinic as set forth in this section. 

(d) When carrying out responsibilities under this section, a certified medical 
assistant shall wear a name tag visible to others that displays the designation 
“certified medical assistant”. 

(e) An individual employed as a certified medical assistant within an 
ambulatory outpatient hospital clinic must: 

(1) Be at least eighteen (18) years of age; 

(2) Have completed the twelfth grade or its equivalent, or have success- 
fully passed the test for and received a general equivalency diploma; and 

(3) Be certified by the following: 

(A) American Medical Technologists (AMT); 

(B) American Association of Medical Assistants (AAMA); 
(C) National Center for Competency Testing (NCCT); 

(D) National Healthcareer Association (NHA); or 

(E) National Association for Health Professionals (NAHP). 

(f) An ambulatory outpatient hospital clinic shall verify compliance with 
subsection (e) and shall keep records regarding compliance available for the 
board for licensing healthcare facilities. 

(g) An ambulatory outpatient hospital clinic is responsible for training and 
verifying competence of certified medical assistants used under this section. 

(h) Certified medical assistants shall not administer medications to hospital 
inpatients or patients in an emergency department. 

(i(1)(A) A certified medical assistant may administer approved, standard- 

ized dosage vaccines to the patients of an ambulatory outpatient hospital 
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clinic that use certified medical assistants pursuant to this section. A 
certified medical assistant shall administer other medications only pursu- 
ant to delegation by a licensed nurse or physician. 
(B)(i) A delegation of medication administration or other nursing tasks 
to a certified medical assistant from a licensed nurse shall be carried out 
in accordance with the rules for nursing delegation adopted by the board 
of nursing. 

(ii) The board of nursing may promulgate rules related to the admin- 
istration of vaccines and other tasks that may be delegated by a licensed 
nurse to certified medical assistants under this chapter. 

(C)G) A delegation of medication administration or other tasks to a 
certified medical assistant from a physician must be carried out in 
accordance with the rules adopted by the board of medical examiners. 

(ii) The board of medical examiners may promulgate rules related to 

. the administration of vaccines and other tasks that may be delegated by 
a physician to certified medical assistants registered by the department 
under this chapter. 

(D) A certified medical assistant may only administer vaccines after: 

(i) An individual is assessed by a physician or licensed nurse; and 

(ii) The physician or licensed nurse makes a determination that it is 
appropriate for the individual to receive the immunization administered 
by a certified medical assistant. 

(2) In exercising the authority to administer medications pursuant to a 
physician’s or licensed nurse’s delegation, a certified medical assistant may 
administer only those medications that have been ordered by an authorized 
healthcare provider and are in single-dose, appropriately labelled, ready-to- 
administer packaging, including the following categories: 

(A) Intramuscular or subcutaneous medications; 

(B) Oral, sublingual, and buccal medication; 

(C) Topical creams and ointments; 

(D) Saline solutions for simple wound irrigation; 

(E) Eye drops; 

(F) Inhalation treatments, either metered hand-held inhalants or unit 
dose nebulizers; 

(G) Ear medications; or 

(H) Nasal medications. 

(3) A certified medical assistant may engage in other patient care activi- 
ties as delegated by a physician or licensed nurse, including, but not limited 
to, vital sign measurement, phlebotomy, simple dressing changes, collection 
of patient’s medical history data, or preparation of patient care areas. A 
licensed nurse shall not delegate patient care activities that require nursing 
judgment in altering care delivery based on the needs of the individual. A 
physician shall not delegate patient care activities that constitutes the 
practice of medicine or requires diagnostic analysis. 

(j) A physician or licensed nurse shall not delegate to a certified medical 
assistant the administration of: 

(1) Intravenous medications; 

(2) Blood or blood products; 


157 HEALTH FACILITIES AND RESOURCES 68-11-252 


(3) Investigational drugs; 
(4) Chemotherapy drugs; 
(5) Drugs given through an implanted device; 
(6) Insulin; 
(7) Controlled substances; 
(8) Anesthetic agents; 
(9) Medications used for cosmetic procedures; 
(10) A medication requiring calculation of dosage; 
(11) Contrast media; 
(12) Allergy antigen agents; or 
(13) A medication requiring patient monitoring and assessment of re- 
sponse when a licensed nurse or physician is not immediately available to 
provide monitoring or assessment. 
(k) This section does not apply to personnel employed by a physician 
performing duties in settings other than in an ambulatory outpatient hospital 
clinic. 


History. Effective Dates. 
Acts 2021, ch. 396, § 1. Acts 2021, ch. 396, § 2. May 11, 2021. 


68-11-245 — 68-11-249. [Reserved.] 


68-11-252. Suspension of admission to facilities detrimental to health, 
safety or welfare of patients or residents. 


(a) The commissioner has the authority to suspend the admission of any new 
patients or residents to any facility or licensee in those cases where the 
commissioner has a factual basis upon which to believe that the conditions in 
any such facility or licensee are, or are likely to be, detrimental to the health, 
safety, or welfare of a patient or resident. For the purposes of this section, 
“facility or licensee” means any entity licensed under this part. 

(b) The commissioner may suspend admissions pending a prompt hearing 
before the board, or an administrative judge if the board cannot be convened 
promptly. 

(c) The commissioner shall initiate a suspension of admissions by delivering 
to the facility or licensee a notice stating the commissioner’s decision to 
suspend the admissions of new patients. The commissioner’s notice to suspend 
admissions must: 

(1) Detail what conditions are considered detrimental to the health, 
safety, or welfare of the patients; 

(2) Provide an explanation of the specific time frame when and conditions 
under which the facility or licensee can reasonably expect the suspension to 
be lifted; and 

(3) Be received by the facility or licensee within ten (10) business days of 
the conclusion of the department’s survey. 

(d) Within ten (10) business days of the conclusion of the department’s — 
investigation, the department shall also mail to the facility or licensee the 
commissioner’s order, which shall: 

(1) Detail the alleged facts and pertinent law with particularity; and 

(2) Inform the facility or licensee of its right to contest the action. 
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(e) The commissioner’s suspension of admissions shall take effect on the 
next calendar day following the order provided to the facility or licensee, as 
provided for in subsection (d). 

(f) Any facility or licensee subject to a suspension of admissions by the 
commissioner has the right to contest the factual or legal basis for a suspension 
of admission imposed against it through a prompt contested case hearing 
before the board, or an administrative judge if the board cannot be convened 
promptly. * | 

(g) All contested cases pursuant to subsection (f) shall be conducted accord- 
ing to the Uniform Administrative Procedures Act, compiled in title 4, chapter 
5, part 3, and shall be heard within thirty (30) days of the facility’s or licensee’s 
request for a contested case, unless otherwise agreed to by both parties. 

(h) An order in all cases contesting a suspension of admissions shall be 
issued within ten (10) business days after the hearing contesting the suspen- 
sien of admissions, regardless of whether the hearing is conducted before the 
board or an administrative judge. The order must determine whether the 
suspension of admissions was initially valid and whether conditions at the 
facility or licensee continue to be detrimental to the health, safety, or welfare 
of a patient or resident to justify the continuation of the suspension of 
admissions if not previously lifted. 

(1) The commissioner is authorized, at any time prior to a hearing, based on 
information presented to the commissioner showing that such conditions have 
been and will continue to remain corrected, to revoke the suspension of 
admissions. 

(j) Within ten (10) days of receiving the commissioner’s order to suspend 
admissions, any facility or licensee for which admissions have been suspended 
pursuant to this section shall submit a corrective action plan to the board 
delineating the measures to be taken to address violations and associated time 
frames. If it is deemed by the board to be necessary to ensure the health, safety, 
and welfare of patients or residents, the commissioner may require any facility 
or licensee for which admissions have been suspended to take all necessary 
actions to correct violations immediately. The board may also set a lesser time 
frame than ten (10) days for the facility or licensee to submit a corrective action 
plan when it deems necessary to ensure the health, safety, and welfare of 
residents. 

(k) If the facility or licensee asserts that it has corrected the underlying 
conditions upon which the suspension of admissions is based, or if the facility 
or licensee complies with the conditions for the suspension to be lifted as set 
forth in the commissioner’s order, the department shall verify such corrections, 
after receiving notice and evidence of such corrections from the facility or 
licensee, within fourteen (14) business days unless waived by the facility or 
licensee. 

(1) Unless other specific conditions exist that warrant an additional suspen- 
sion or continuation of the suspension of admissions, the commissioner shall 
promptly lift the suspension of admissions upon verification by the department 
that the facility or licensee has corrected the underlying conditions upon which 
the suspension of admissions is based or complied with the conditions for the 
suspension to be lifted. 
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(m) The board has the authority to: 
(1) Continue, revoke, or modify the suspension of admissions; and 
(2) Enter such other orders as it deems necessary. 
(n) For any suspension of admissions of a nursing home under this section 
that is accompanied by a civil penalty under part 8 of this chapter, part 8 of this 
chapter shall control to the extent there is a conflict. 


History. 276; however, this section was enacted as 68- 
Acts 2018, ch. 655, § 2. 11-252 by authority of the code commission. 


Code Commission Notes. Acts 2018, ch. 655, Effective Dates. 
§ 1 purported to enact this section as § 68-11- Acts 2018, ch. 655, § 15. July 1, 2018. 


68-11-255. Procedure for surrendering custody of unwanted infant 
without criminal liability. 


(a) As used in this section and in § 36-1-142, unless the context otherwise 
requires: 

(1) “Facility” means any hospital as defined by § 68-11-201, birthing 
center as defined by § 68-11-201, community health clinic, out-patient 
“walk-in” clinic, fire department that is staffed twenty-four (24) hours a day, 
law enforcement facility that is staffed twenty-four (24) hours a day or 
emergency medical services facility; 

(2) “Member of the professional medical community” has the meaning 
provided in § 68-140-102; provided, that the member of the professional 
medical community is on the premises at the time of a voluntary delivery; 
and 

(3) “Voluntary delivery” means the action of a mother in leaving an 
unharmed infant aged two (2) weeks or younger on the premises of a facility, 
with any facility employee or member of the professional medical community 
at the facility without expressing any intention to return for the infant, and 
failing to visit or seek contact with the infant for a period of thirty (30) days 
thereafter. 

(b) Any facility shall receive possession of any newborn infant left on facility 
premises with any facility employee or member of the professional medical 
community, if the infant: 

(1) Was born within the preceding two-week period, as determined within 
a reasonable degree of medical certainty; 

(2) Is left in an unharmed condition; and 

(3) Is voluntarily left by a person who purports to be the child’s mother 
and who does not express an intention of returning for the infant. 

(c) The facility, any facility employee and any member of the professional 
medical community at such facility shall inquire, whenever possible, about the 
medical history of the mother or newborn, and whenever possible, shall seek 
the identity of the mother, infant or the father of the infant. The facility shall 
also inform the mother that she is not required to respond, but that the 
information will facilitate the adoption of the child. Any information obtained 
concerning the identity of the mother, infant or other parent shall be kept 
confidential and may only be disclosed to the department of children’s services 
for use consistent with the purposes of this section, and §§ 36-1-142 and 
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36-2-318. The facility may provide the parent contact information regarding 
relevant social service agencies, shall provide the mother with the name, 
address and phone number of the department contact person, and shall 
encourage the mother to involve the department of children’s services in the 
relinquishment of the infant. If practicable, the facility shall also provide the 
mother with both orally delivered and written information concerning the 
requirements of this section, and §§ 36-1-142 and 36-2-318 relating to recovery 
of the child and abandonment of the child. 

(d) The facility, any facility employee and any member of the professional 
medical community at the facility shall perform any act necessary to protect 
the physical health and safety of the child. 

(e) As soon as reasonably possible, and no later than twenty-four (24) hours 
after receiving a newborn infant, the facility shall contact the department of 
children’s services, but shall not do so before the mother leaves the facility. 
Upon receipt of notification, the department shall immediately assume care, 
custody and control of the infant. 

(f) Notwithstanding any law to the contrary, any facility, any facility 
employee and any member of the professional medical community shall be 
immune from any criminal or civil liability for damages as a result of any 
actions taken pursuant to the requirements of this section and § 36-1-142, and 
no lawsuit shall be predicated thereon; provided, however, that nothing in this 
section and § 36-1-142 shall be construed to abrogate any existing standard of 
care for medical treatment or to preclude a cause of action based upon violation 
of such existing standard of care for medical treatment. 

(g) No criminal prosecution shall be based upon a mother’s act of voluntarily 
delivering her unharmed infant at a facility pursuant to this section if the 
mother acts in full compliance with this section. 


History. “two (2) weeks” for “seventy-two (72) hours’; 
Acts 2001, ch. 388, §§ 1, 7; 2009, ch. 257,§ 1; and in (b)(1), substituted “two-week period” for 

2020, ch. 684, §§ 2, 3. “seventy-two-hour period”. 

Amendments. Effective Dates. 


The 2020 amendment, in (a)(3), substituted Acts 2020, ch. 684, § 4. June 15, 2020. 


68-11-256. Criminal background checks on direct care employees of 
nursing homes. 


(a) All nursing homes, as defined in § 68-11-201, and assisted-care living 
facilities, as defined in § 68-11-201, shall have a criminal background check 
completed prior to employing any person who will be in a position that involves 
providing direct care to a resident or patient. 

(b) Any person who applies for employment in a position that involves 
providing direct care to a resident or patient in such a facility shall consent to 
any of the following: 

(1) Provide past work and personal references to be checked by the 
nursing home or assisted-care living facility; 

(2) Agree to the release and use of any and all information and investi- 
gative records necessary for the purpose of verifying whether the individual 
has been convicted of a criminal offense in this state, to either the 
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assisted-care living facility or nursing home, or its agent, or to any agency 
that contracts with this state, or to any law enforcement agency, or to any 
other legally authorized entity; 

(3) Supply a fingerprint sample and submit to a state criminal history 
records check to be conducted by the Tennessee bureau of investigation, or a 
state and federal criminal history records check to be conducted by the 
Tennessee bureau of investigation and the federal bureau of investigation; or 

(4) Release any information required for a criminal background investi- 
gation by a professional background screening organization or criminal 
background check service or registry. 

(c) A nursing home or an assisted-care living facility shall not disclose 
criminal background check information obtained under subsection (b) to a 
person who is not involved in evaluating a person’s employment, except as 
required or permitted by state or federal law. 

(d) Any costs incurred by the Tennessee bureau of investigation, profes- 
sional background screening organization, law enforcement agency, or other 
legally authorized entity, in conducting the investigations of applicants may be 
paid by the nursing home, the assisted-care living facility, or any agency that 
contracts with this state requesting the investigation and information, or the 
individual who seeks employment or is employed. Payments of the costs to the 
Tennessee bureau of investigation are to be made in accordance with §§ 38- 
6-103 and 38-6-109. The costs of conducting criminal background checks shall 
be an allowable cost under the state medicaid program, if paid for by the 
nursing home. 

(e) This section shall also apply to any company, organization, or agency 
that provides or arranges for the supply of direct care staff to any assisted-care 
living facility or nursing home licensed in this state. The company, organiza- 
tion, or agency shall be responsible for initiating a criminal background check 
on any person hired by that entity for the purposes of working in a nursing 
home or assisted-care living facility and shall be required to report the results 
of the criminal background check to any facility in which the organization 
arranges for that individual to work upon such a request by a facility. 

(f) Anursing home or assisted-care living facility that declines to employ or 
terminates a person based upon criminal background information provided to 
the facility under this section shall be immune from suit by or on behalf of that 
person for the termination of or the refusal to employ that person. 


History. 
Acts 2003, ch. 301, § 1; 2009, ch. 384, § 1; 
2017, ch. 427, § 3. 


Amendments. 

The 2017 amendment inserted “, as defined 
in § 68-11-201, and assisted-care living facili- 
ties,” in (a); deleted “or all” preceding “of the 
following” at the end of the introductory lan- 
guage of (b); added “or assisted-care living 
facility” at the end of (b)(1); in (b)(2), substi- 
tuted “this state” for “the state of Tennessee” 
twice and inserted “assisted-care living facility 
or” preceding “nursing home”; inserted “or an 


assisted-care living facility” in (c); in the first 
sentence of (d), inserted “the assisted-care liv- 
ing facility,” and substituted “this state” for 
“the state of Tennessee”; in (e), in the first 
sentence, inserted “assisted-care living facility 
or” and substituted “this state” for “the state of 
Tennessee” at the end, and substituted “nurs- 
ing home or assisted-care living facility” for 
“nursing home,” in the second sentence; and 
inserted “or assisted-care living facility” in (f). 


Effective Dates. 
Acts 2017, ch. 427, § 4. July 1, 2017. 
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68-11-260. Electronic transmission of physician, advanced practice 
registered nurse, or physician assistant orders. 


A licensed home care organization is authorized to receive and appropriately 
act on a written order for a plan of care for a patient concerning a home health 
service signed by a physician, advanced practice registered nurse, or physician 
assistant that is transmitted to the licensed home care organization by 
electronically signed electronic mail. The order that is transmitted by elec- 
tronic mail shall be deemed to meet any requirement for written documenta- 
tion imposed by rule pursuant to this part. 


History. Amendments. 
Acts 2005, ch. 231, .§) 1; 2021, ch. 124).§..2. The 2021 amendment substituted “physician, 
advanced practice registered nurse, or physi- 


1 ? . . . . . . . 
Compiler’s Notes. cian assistant” for “physician” in this section. 


Acts 2021, ch. 124, § 3 provided that the act, 
which amended this section, applies to orders Effective Dates. 
recorded on or after April 13, 2021. Acts 2021, ch. 124, § 3. April 13, 2021. 


68-11-267. Report on antibiotic resistant infections. 


Law Reviews. otic Abuse in Tennessee, 48 U. Mem. L. Rev. 281 
Fresh from the Farm: Regulating Concen- (2017). 
trated Animal Feeding Operations for Antibi- 


68-11-272. Patient safety and quality improvement — Burden of prov- 
ing bad faith and malice. 


(a) It is the policy of this state to encourage the improvement of patient 
safety, the quality of patient care and the evaluation of the quality, safety, cost, 
processes and necessity of healthcare services by hospitals, healthcare facili- 
ties and healthcare providers. Tennessee further recognizes that certain 
protections must be available to these entities to ensure that they are able to 
effectively pursue these measures. 

(b) As used in this section: 

(1) “Healthcare organization” means any: 

(A) Healthcare facility licensed or regulated under this title and any 
related system; 

(B) Hospital licensed under this title and any related hospital system; 

(C) Hospital licensed under title 33 and any related hospital system; 

(D) Entity owning, owned by, affiliated with or providing ancillary or 
allied health services to, or on behalf of, a hospital, hospital system, or 
healthcare facility licensed or regulated under this title; 

(EK) Entity that contracts with a healthcare organization to perform any 
of the functions of a quality improvement committee; 

(F) Entity that maintains a patient safety evaluation system in compli- 
ance with the Patient Safety and Quality Improvement Act of 2005, P.L. 
109-41, as amended, for reporting to a patient safety organization listed as 
such by the federal secretary of health and human services pursuant to 
§ 924 of the Patient Safety and Quality Improvement Act of 2005; 

(G) Professional assistance program providing, or attempting to pro- 
vide, intervention, counseling, referral or other assistance to any health- 
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care provider or family of a healthcare provider directly related to and 

including the alcohol or drug impairment of a healthcare provider; 

(H) Professional healthcare foundation; 

(I) Health maintenance organization, preferred provider organization, 
hospital and medical service corporation, or accountable care organization 
as defined by § 3022 of the federal Patient Protection and Affordable Care 
Act, P.L. 111-148, as amended; 

(J) University medical school or health science center; or 

(K) Community mental health center as defined in § 33-1-101; 

(2) “Healthcare provider” means any healthcare professional licensed, 
authorized, certified or regulated under title 63 or this title, including, but 
not limited to, medical resident physicians, interns, and fellows participat- 
ing in a training program of one (1) of the accredited medical schools or of one 
(1) of such medical school’s affiliated teaching hospitals in this state, or any 
other clinical staff of a healthcare organization; 

(3) “Hospital system” means two (2) or more hospitals that are subject to 
the control and direction of one (1) common owner, or an entity under a 
management contract, responsible for the operational decisions of the entire 
system or that have integrated administrative functions and medical staff 
that report to one (1) governing body as the result of a formal legal or 
contractual obligation; 

(4) “Quality improvement committee” or “QIC” means a committee 
formed or retained by a healthcare organization, an activity of a healthcare 
organization, or one (1) or more individuals employed by a healthcare 
organization performing the types of functions listed in subdivisions (4)(A)- 
(P), the purpose of which, or one (1) of the purposes of which is to evaluate 
the safety, quality, processes, costs, appropriateness or necessity of health- 
care services by performing functions including, but not limited to: 

(A) Evaluation and improvement of the quality of healthcare services 
rendered; j 

(B) Determination that health services rendered were professionally 
indicated or were performed in compliance with the applicable standards 
of care; 

(C) Determination that the cost of health care rendered was reasonable; 

(D) Evaluation of the qualifications, credentials, competence and per- 
formance of healthcare providers or actions upon matters relating to the 
discipline of any individual healthcare provider; 

(EK) Reduction of morbidity or mortality; 

(F) Establishment and enforcement of guidelines designed to keep the 
cost of health care within reasonable bounds; 

(G) Research; 

(H) Evaluation of whether facilities are being properly utilized; 

(I) Supervision, education, discipline, admission, and the determination 
of privileges of healthcare providers; 

(J) Review of professional qualifications or activities of healthcare 
providers; 

(K) Evaluation of the quantity, quality and timeliness of healthcare 
services rendered to patients; 
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(L) Evaluation, review or improvement of methods, procedures or 
treatments being utilized; 

(M) Participation in utilization review activities, including participa- 
tion in review activities within the facility or hospital system and 
activities in conjunction with an insurer or utilization review agent under 
title 56, chapter 6, part 7; | 

(N) The evaluation of reports made pursuant to § 68-11-211 and any 
internal reports related thereto or in the course of a healthcare organiza- 
tion’s patient safety and risk management activities; 

(O) Activities to determine the healthcare organization’s compliance 
with state or federal regulations; 

(P) Participation in patient safety activities as defined at § 921 of the 
Patient Safety and Quality Improvement Act of 2005; 

(5) “Records” means records of interviews and all reports, incident re- 

ports, statements, minutes, memoranda, charts, statistics, evaluations, 
critiques, test results, corrective actions, disciplinary actions, and any and 
all other documentation generated by or in connection with activities of a 
QIC and any patient safety work product as defined at § 921 of the Patient 
Safety and Quality Improvement Act of 2005. 
(c)(1) Records of a QIC and testimony or statements by a healthcare 
organization’s officers, directors, trustees, healthcare providers, administra- 
tive staff, employees or other committee members or attendees relating to 
activities of the QIC shall be confidential and privileged and shall be 
protected from direct or indirect means of discovery, subpoena or admission 
into evidence in any judicial or administrative proceeding. Any person who 
supplies information, testifies or makes statements as part of a QIC may not 
be required to provide information as to the information, testimony or 
statements provided to or made before such a committee or opinions formed 
by such person as a result of committee participation. 

(2) Any information, documents or records, which are not produced for use 
by a QIC or which are not produced by persons acting on behalf of a QIC, and 
are otherwise available from original sources, shall not be construed as 
immune from discovery or use in any judicial or administrative proceeding 
merely because such information, documents or records were presented 
during proceedings of such committee. 

(3) A QIC may share information and documents, including complaints, 
incident reports, and testimony and statements by any person to the QIC, 
with one (1) or more other QICs as defined under this section or under 
§ 63-1-150. Information and documents disclosed by one QIC to another 
QIC, and any information and documents created or maintained as a result 
of the sharing of such information and documents, shall be confidential, 
privileged and protected from direct or indirect means of discovery, subpoena 
or admission into evidence, to the same extent as provided in subdivision 
(c)(1). The QIC sharing such information with another QIC shall determine 
the manner and process by which it will share such information and 
documents, which process may include requiring a written agreement 
between QICs regarding the sharing of practitioner information. The QIC 
and its sponsoring healthcare organization shall not be held liable and are 
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immune from suit for any disclosure or sharing of information in compliance 


with this section. 


(d) No healthcare organization or its officers, trustees, directors, healthcare 
providers, administrative staff, employees, other committee members or at- 
tendees, or any person providing information to a QIC shall be held liable: 

(1) In any action for damages or other relief arising from the provision of 
information to a QIC or in any judicial or administrative proceeding if the 
information is provided to the QIC in good faith and without malice and on 
the basis of facts reasonably known or reasonably believed to exist; or 

(2) For damages resulting from any decisions, opinions, actions, and 
proceedings rendered, entered or acted upon by a QIC undertaken or 
performed within the scope or function of the duties of such committees or in 
any judicial or administrative proceeding, if made or taken in good faith and 
without malice and on the basis of facts reasonably known or reasonably 


believed to exist. 


(e) Nothing in this section shall conflict with any federal protection of 
records provided under the federal Health Care Quality Improvement Act, 
compiled in 42 U.S.C. § 11101 et seq., or the federal Patient Safety Act. 

(f) Any person providing information to a QIC is presumed to have acted in 
good faith and without malice. Any person alleging lack of good faith has the 


burden of proving bad faith and malice. 


(g) All decisions, opinions, actions and proceedings rendered, entered or 
acted upon by a QIC are presumed to have been completed in good faith and 
without malice. Any person alleging lack of good faith has the burden of 


proving bad faith and malice. 


History. 
Acts 2011, ch. 67, § 3; 2014, ch. 651, §§ 4-6; 
2018, ch: 593, § 2. 


Amendments. 

The 2014 amendment added (c)(3), (f), and 
(g); and rewrote (d) which read: “No healthcare 
organization’s officers, director, trustee, health- 
care providers, administrative staff, employee 
or other committee members or attendees shall 
be held liable in any action for damages or 


other relief arising from the provision of infor- 
mation to a QIC or in any judicial or adminis- 
trative proceeding, if such information is pro- 
vided in good faith and without malice and on 
the basis of facts reasonably known or reason- 
ably believed to exist.” 

The 2018 amendment added (b)(1)(K). 


Effective Dates. 
Acts 2014, ch. 651, § 7. April 8, 2014. 
Acts 2018, ch. 593, § 3. March 22, 2018. 


NOTES TO DECISIONS 


ANALYSIS 
i Constitutionality. 
2! Waiver. 
3. Perjury. 
4. Original Source Exception. 
1. Constitutionality. 


Evidentiary privilege for Quality Improve- 
ment Committee proceedings did not offend 
separation of powers, as applied to a physi- 
cian’s contest of a hospital’s termination of the 
physician’s privileges, because the privilege (1) 
was reasonable and workable within existing 
evidentiary rules, as the privilege was created 
to promote the safety and welfare of Tennessee 


citizens, and (2) had an “original source” excep- 
tion under which the physician could obtain 
relevant information from other sources. 
Pinkard v. HCA Health Servs. of Tenn., 545 
S.W.3d 443, 2017 Tenn. App. LEXIS 418 (Tenn. 
Ct. App. June 21, 2017), appeal denied, Pinkard 
v. HCS Health Servs. of Tenn., Inc., — S.W.3d 
—, 2017 Tenn. LEXIS 817 (Tenn. Nov. 16, 
2017). 


2. Waiver. 

Hospital did not waive the evidentiary privi- 
lege for Quality Improvement Committee pro- 
ceedings by using privileged material to sup- 
port the hospital’s summary judgment motion 
because the privilege could not be waived, as (1) 
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the hospital did not solely hold the privilege, 
and, (2) after a prior similar statute was so 
interpreted, the general assembly did not 
change the privilege. Pinkard v. HCA Health 
Servs. of Tenn., 545 S.W.3d 443, 2017 Tenn. 
App. LEXIS 418 (Tenn. Ct. App. June 21, 2017), 
appeal denied, Pinkard v. HCS Health Servs. of 
Tenn., Inc., — S.W.3d —, 2017 Tenn. LEXIS 817 
(Tenn. Nov. 16, 2017). 


3. Perjury. 

Peer review privilege contained within the 
statute never was intended to allow a health- 
care provider to attempt without fear of ad- 
verse consequences to force an employee to 
commit perjury; suborning perjury is an act not 
protected by the peer review statute as it is a 
crime and serves only to defeat the stated 
purpose of the statute. Reynolds v. Gray Med. 
Inv'rs, LLC, 578 S.W.3d 918, 2018 Tenn. App. 
LEXIS 716 (Tenn. Ct. App. Dec. 11, 2018), 
appeal denied, Reynolds v. Gray Med. Inv’s, 
LLC, — S.W.3d —, 2019 Tenn. LEXIS 203 
(Tenn. Apr. 11, 2019). 

Alleged statements in this case were not 
designed to evaluate the safety or necessity of 
healthcare services, but instead concerned an 
alleged attempt to coerce perjury or commit a 
fraud; suborning perjury and committing fraud 
are directly contrary to the purpose of the 
statute because such fraud or perjury only 
could make it more difficult to evaluate the 
safety or necessity of healthcare services. Reyn- 
olds v. Gray Med. Inv’rs, LLC, 578 S.W.3d 918, 
2018 Tenn. App. LEXIS 716 (Tenn. Ct. App. 
Dec. 11, 2018), appeal denied, Reynolds v. Gray 
Med. Invrs, LLC, — S.W.3d —, 2019 Tenn. 
LEXIS 203 (Tenn. Apr. 11, 2019). 

Court cannot accept that it was the intent of 
the Tennessee General Assembly to allow 
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healthcare providers to use a quality improve- 
ment committee meeting as a shield to commit 
such acts as suborning perjury and then hide or 
cover up those bad acts by claiming peer review 
privilege; the General Assembly made the 
policy decision to protect acts taken in further- 
ance of improving healthcare, and the court 
will not substitute its policy judgment for that 
of the Legislature. Reynolds v. Gray Med. 


Invrs, LLC, 578 S.W.3d 918, 2018 Tenn. App. 


LEXIS 716 (Tenn. Ct. App. Dec. 11, 2018), 
appeal denied, Reynolds v. Gray Med. Inv’rs, 
LLC, — S.W.3d —, 2019 Tenn. LEXIS 203 
(Tenn. Apr. 11, 2019). 

While most all of what happens during a 
quality improvement committee meeting is pro- 
tected under the statute from disclosure, the 
protections do not extend to allowing health- 
care providers to threaten or coerce employees 
so as to suborn perjury or commit fraud. Reyn- 
olds v. Gray Med. Inv’rs, LLC, 578 S.W.3d 918, 
2018 Tenn. App. LEXIS 716 (Tenn. Ct. App. 
Dec. 11, 2018), appeal denied, Reynolds v. Gray 
Med. Inv’rs, LLC, — S.W.38d —, 2019 Tenn. 
LEXIS 203 (Tenn. Apr. 11, 2019). 


4. Original Source Exception. 

Trial court in a lawsuit alleging negligence in 
the treatment a doctor provided to a patient 
before the patient died did not abuse its discre- 
tion by admitting evidence of the doctor’s vol- 
untary surrender of the doctor’s privileges to 
practice medicine at the hospital after the 
death of the patient because the evidence was 
admissible under the original source exception 
as the attorney for the patient’s survivor found 
the information on the Tennessee Department 
of Health website and used it to impeach the 
doctor’s testimony as an expert witness. Kanipe 
v. Patel, — S.W.3d —, 2020 Tenn. App. LEXIS 
433 (Tenn. Ct. App. Sept. 28, 2020). 


PART 3 
MEDICAL RECORDS ACT OF 1974 


68-11-304. Records property of hospitals — Access — Not public re- 
cords — Funding for medical record requests — Access 
during time of public health threat. 


(a)(1) Hospital records are and shall remain the property of the various 
hospitals, subject, however, to court order to produce the records. Unless 
restricted by state or federal law or regulation, a hospital shall furnish to a 
patient or a patient’s authorized representative such part or parts of the 
patient’s hospital records without unreasonable delay upon request in 
writing by the patient or the representative. 
(2)(A)G) The party requesting the patient’s records shall be responsible 
for the reasonable costs of copying and mailing the patient’s records. 
(ii) The charges to a patient or a lawyer authorized by the patient to 
review the patient’s records shall not exceed the reasonable costs for 
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copying and the actual costs of mailing the records. The reasonable costs 
shall not include any costs involved with the maintenance and storage 
of the records, nor shall it include any costs that may be from or 
associated with providing the records to any party other than a patient 
or a lawyer authorized by the patient to review the patient’s records. 
(i11)(a) The following charges shall be presumed to be reasonable: 

(1) A fee of eighteen dollars ($18.00), which shall include the first 
five (5) pages of the medical record and a per page charge of 
eighty-five cents (85¢) a page for the sixth page, up to and including 
the fiftieth page; 

(2) Sixty cents (60¢) a page for the fifty-first page up to the two 
hundred fiftieth page and thirty-five cents (35¢) a page for all pages 
thereafter; 

(3) A fee for certifying medical records, not to exceed twenty 
dollars ($20.00) for each record certified. 

(b) The costs charged for reproducing records of patients involved 
in a workers’ compensation claim shall be as defined in § 50-6-204. 
(iv) In workers’ compensation cases, a request for medical records 
shall include a medical or anatomical impairment rating, if such record 
is available. Requests for such records shall be subject to the limits on 
charges established by this section. Special additional or separate 
charges for including impairment ratings are not permitted. 
(B)G) Notwithstanding subdivision (a)(2)(A), a hospital may not impose 
a charge on an indigent person for furnishing the person, or the person’s 
attorney or authorized representative, with a health record or part 
thereof concerning the patient for the purpose of supporting a claim or 
appeal under any provision of the Social Security Act, compiled in 42 
U.S.C. § 301 et seq., if a request for the record or part thereof is 
accompanied by a copy of a recent application seeking benefits under the 
Social Security Act or a copy of a recent decision denying benefits. 
Patients being represented by organizations whose purpose is to provide 
legal assistance to the indigent, or represented by attorneys with an 
affiliated pro bono program, shall be presumed indigent. A hospital may 
demand reasonable proof of indigency from any other patient not so 
represented, or the patient’s attorney or authorized representative, by 
submission of the following form: 


AFFIDAVIT OF INDIGENCY 
, do solemnly swear or affirm under 


penalties of perjury, that owing to poverty, I am not able to bear the expense 
of the furnishing of my medical record(s), and that any future action will be 
filed with the Court, along with a Pauper’s Oath, pursuant 
to Tennessee Code Annotated, § 20-12-127. 


am, am not, represented by an attorney and this is my first 


request for any or all of my medical record(s). 


Signature of Patient 
Date: 
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Birth Date: 
Social Security Number: 


State of Tennessee 
County of 
Subscribed and sworn to before me, this day of 20 : 


By: » 
Notary Public 


(ii) If a copy of the patient’s medical records has been previously 
provided without charge to an indigent patient or the patient’s attorney 
or authorized representative, the hospital is not required to provide an 
additional copy of the same records without charge. A hospital shall 
furnish a health record requested pursuant to this section within thirty 
(30) days of the request. 

(3) Nothing in this section shall be construed as superseding any law that 
establishes specific costs for the reproduction, copying or mailing of records. 

(4) Payment of costs may be required by the hospital prior to the records 
being furnished. 

(5) Nothing in this section shall be construed as prohibiting a hospital 
from charging the actual costs of postage, in addition to charges otherwise 
permitted by this section. 

(b) Hospital records shall be made available when requested for inspection 
by a duly authorized representative of the board or department. 

(c) Except as otherwise provided by law, hospital records shall not constitute 
public records, and nothing contained in this part shall be deemed to impair 
any privilege of confidentiality conferred by law on patients, their personal 
representatives or heirs. 

(d) Prior to January 1, 2000, the department of human services shall 
request from the social security administration increased funding relative to 
medical records requested by the department to determine eligibility of 
persons for social security disability benefits, so that the reimbursement rates 
paid for such records shall be consistent with the rates permitted under 
subdivision (a)(2)(A)(iii). 

(e) Providers, as defined in § 71-5-2503, shall make available for inspection 
and copying, to the office of inspector general and the medicaid fraud control 
unit, upon request, no later than by the close of business on the next business 
day, a complete set of all medical records requested in connection with an 
investigation being pursued by the agency, or shall provide a compelling reason 
why the requested records cannot be produced; provided, that no such records 
shall be removed from the grounds of the provider’s office without the 
provider’s consent, unless the office of inspector general or the medicaid fraud 
control unit reasonably believes that requested documents are about to be 
altered or destroyed. 

(f) On request of a provider, a duly authorized agent of the requesting 
agency shall sign a document acknowledging receipt of records produced 
pursuant to this section. On request of a duly authorized agent of the 
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requesting agency, a duly authorized agent of the provider shall sign a 
document acknowledging the return of specific records to the provider. 

(g) No person or entity shall be subject to any civil or criminal liability for 
releasing patient information in response to a request from the office of 
inspector general or the medicaid fraud control unit. 

(h) Pursuant to § 68-1-104, the commissioner or the commissioner’s desig- 
nee, upon request, shall obtain access to records maintained by any facility, 
entity, or individual licensed under title 63. Access shall be given in the most 
efficient and expedient means possible, including remote electronic access, to 
facilitate investigations and inquiries while responding to an immediate threat 
to the public health, welfare, or general good. Electronic access shall be limited 
to the minimum necessary for the duration of the outbreak, event, or time in 
which the public health is under immediate threat as determined by the 
commissioner. 


History. Amendments. 
Acts 1974, ch. 588, § 4; T.C.A., § 53-1322; The 2015 amendment added (h). 
Acts 1990, ch. 1067, § 2; 1992, ch. 706, § 1; 
1997, ch. 425, § 3; 1998, ch. 957, § 1;1999,ch. Effective Dates. 
483, §§ 1-3; 2002, ch. 523, § 1; 2004, ch. 449, Acts 2015, ch. 154, § 3. April 16, 2015. 
§ 1; 2005, ch. 474, § 13; 2006, ch. 691, § 1; 
2007, ch. 424, § 2; 2015, ch. 154, § 2. 


68-11-312. Communication between health care providers and their 
patients. 


Law Reviews. Continue to Ignore?, 45 U. Mem. L. Rev. 633 
HIPAA Violations on Social Media: Will HHS (2015). 


68-11-314. Obtaining records to facilitate investigations regarding 
opiate drug abuse, overdoses, and deaths. 


(a) Pursuant to § 68-1-104, the commissioner of health or the commission- 
er’s designee may obtain records maintained by any facility licensed under this 
title to facilitate investigations and inquiries concerning opioid drug abuse, 
opioid drug overdoses, and opioid overdose deaths. Such facilities shall provide 
records in the most efficient and expedient means possible. To determine these 
means, the department shall: 

(1) Consult with stakeholders to develop data reporting elements and a 
short term mechanism for near real-time electronic access to these data 
elements by July 1, 2016; 

(2) Implement the short-term reporting system by October 1, 2016; and 

(3) Consult with stakeholders to develop a long-term electronic real-time 
data reporting plan utilizing electronic processes for opioid drug abuse, 
overdoses, and overdose deaths by January 1, 2017. 

(b) Electronic access and reporting shall be limited to the minimum neces- 
sary to facilitate the commissioner’s investigation or inquiry and may be 
communicated to licensed clinicians involved in the patient’s care or their 
authorized representatives. 


History. Effective Dates. 
Acts 2016, ch. 959, § 1. Acts 2016, ch. 959, § 2. April 27, 2016. 
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PART 8 
DEFICIENT NURSING HOMES 


68-11-802. Type A civil monetary penalties. 


(a) Type A civil monetary penalties may be imposed whenever the commis- 
sioner finds the conditions in a nursing home are, or are likely to be, 
detrimental:to the health, safety or welfare of the patients, and the commis- 
sioner has accompanied this finding by ordering the nursing home to suspend 
the admission of any new patients, as provided by § 68-11-252. 

(b) No type A civil penalty may be imposed solely for a communicable 
disease where the nursing home has maintained an adequate quality of 
patient care and made reasonable efforts to prevent the spread of the 
communicable disease. 

(c) The imposition of a type A civil penalty shall exclude the assessment of 
type B or type C civil penalties for the specific violations contributing to these 
conditions. 


History. vided by § 68-11-252” for “as provided by § 68- 
Acts 1987, ch. 312, § 1; 2018, ch. 655, § 5. 11-207(b)” at the end of (a). 
Amendments. Effective Dates. 


The 2018 amendment substituted “as pro- Acts 2018, ch. 655, § 15. July 1, 2018. 


68-11-812. Notice that violation is or may constitute basis of suspen- 
sion of admissions or civil monetary penalty. 


(a) Upon finding a violation that is, or may be, the basis of a suspension of 
admissions, as provided in § 68-11-252, or that is, or may be, the basis of a civil 
monetary penalty as set forth in §§ 68-11-801 — 68-11-805, the department 
inspector shall orally and in writing advise the nursing home of the findings 
before concluding the inspection or investigation. The written notification shall 
include an acknowledgement of both the findings and the state or federal 
penalties that could result from the findings. 

(b) As soon as practicable after the department inspector advises the 
nursing home of finding a violation that is, or may be, the basis of a suspension 
of admissions, as provided in § 68-11-252, or that is, or may be, the basis of a 
civil monetary penalty as set forth in §§ 68-11-801 — 68-11-805, the commis- 
sioner shall provide notice of the apparent violation to the members of the 
senate and house of representatives of the general assembly in whose district 
the nursing home is located. 


History. Effective Dates. 


Acts 1987, ch. 312, § 2; 2008, ch. 886, § 2; Acts 2018, ch. 655, § 15. July 1, 2018. 
2018, ch. 655, § 6. 


Amendments. 
The 2018 amendment substituted “$ 68-11- 
252” for § 68-11-207(b)” in (a) and (b). 
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68-11-813. Initiation of type A penalty proceedings — Suspension of 
admissions — Contests — Hearings. 


(a) Type A civil penalties shall be assessed by the commissioner in the 
commissioner’s order suspending the admission of any new patients to the 
nursing home, as provided in § 68-11-252. 

(b)(1) Within three (3) working days after concluding the inspection or 

investigation, the commissioner may initiate type A civil penalty proceedings 

by mailing a notice to the facility, stating the commissioner’s decision to 
suspend the admissions of new patients. 

(2) Within eight (8) working days after concluding the inspection or 
investigation, the department shall mail to the nursing home the commis- 
sioner’s order, which shall detail the alleged facts and pertinent law with 
particularity, and shall also inform the nursing home of its right to contest 
the action. 

(c) Should any nursing home exercise its right to a hearing in contest of both 
the assessment of a type A civil penalty and the suspension of admissions, the 
matters shall be consolidated for hearing before an administrative judge and, 
should reconsideration of the administrative judge’s initial order be requested 
by either party pursuant to § 4-5-317, the matters may be separated with the 
board for licensing health care facilities reviewing the suspension of admis- 
sions and the civil penalty being reviewed as provided in §§ 68-11-811 — 
68-11-820. 


History. vided in § 68-11-252” for “as provided in § 68- 
Acts 1987, ch. 312, § 2; 1988, ch. 809, § 1; 11-207(b)” at the end of (a). 


2008, ch. 824, § 9; 2018, ch. 655, § 7. 
Effective Dates. 


Amendments. Acts 2018, ch. 655, § 15. July 1, 2018. 
The 2018 amendment substituted “as pro- 


68-11-815. Filing of documents — Dismissal and reinstatement of 
proceedings. 


(a) All documents assessing civil penalties shall be promptly filed with the 
administrative procedures division of the secretary of state. 

(b)(1) Thereafter, should the department elect not to proceed to prosecute the 

assessment, the department shall file a notice of dismissal, detailing and 

explaining the reasons for its decision. 

(2) The notice of dismissal shall be maintained upon the public record and 
copies filed with the Tennessee commission on aging and disability and the 
Tennessee Health Care Association. 

(c)(1) Within thirty (30) days of its entry, a third party may petition the 
administrative judge to reinstate the penalty proceeding. 

(2) The administrative judge may grant the petition if it demonstrates 
that the petitioner’s legal rights, duties or legal interests were the subject of 
the original proceeding, if the administrative judge determines that the 
petitioner is properly prepared to prosecute the action, and if the adminis- 
trative judge also determines that the interests of justice and the orderly and 
prompt conduct of the proceedings shall not be impaired by allowing the 
reinstatement. 
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(3) Should the assessment of the penalty be reinstated, the administra- 

tive judge may, in the administrative judge’s discretion, either excuse the 
department or require the department to participate in the proceeding. 


History. ity” was substituted for “commission on aging” 
Acts 1987, ch. 312, § 2. pursuant to Acts 2001, ch. 397. 


Compiler’s Notes. 
The term “commission on aging and disabil- 


+ 
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68-11-830. Intermediate care facilities for individuals with intellec- 
tual disabilities (ICF/IID) — Exercise of enforcement pow- 
ers — Taxation. 


(a) Notwithstanding any other law to the contrary, any and all enforcement 
powers and authority conferred by § 68-11-252 or by §§ 68-11-811 — 68-11- 
820 and 68-11-826 — 68-11-829 on the commissioner of health shall be 
exercised by the commissioner of intellectual and developmental disabilities in 
the case of any facility that is both licensed by the department of intellectual 
and developmental disabilities, pursuant to title 33, chapter 2, part 4, and is 
also certified to participate in the medicare or medicaid medical assistance 
programs as an intermediate care facility for individuals with intellectual 
disabilities (ICF/IID), as defined by 42 CFR 442.1 et seq. 

(b) All powers and duties conferred by § 68-11-252 on the board for 
licensing health care facilities shall, for the limited purposes of this section, be 
exercised by the commissioner of intellectual and developmental disabilities. 

(c) Before exercising the powers of §§ 68-11-811 — 68-11-820 and 68-11-826 
— 68-11-829, the commissioner of intellectual and developmental disabilities 
shall first promulgate regulations identifying those standards pertinent to 
ICF/IIDs whose violation may justify the assessment of a civil monetary 
penalty, classifying those standards by type, and detailing the circumstances 
under which civil penalties may be imposed. 

(d)(1) Each ICF/IID shall pay a tax as set forth in this subsection (d). 

Licensed facilities that are owned or operated by an agency of the state are 

not excluded from paying the tax. 

(2) The tax shall be at the rate of five and one-half percent (5.5%) of the 
monthly gross receipts of an ICF/IID operating in this state. The tax due 
from facilities that are not one hundred percent (100%) ICF/IID certified 
shall be based at the rate of five and one-half percent (5.5%) of the monthly 
gross receipts generated from beds certified as intermediate care beds for 
individuals with intellectual disabilities in the facility. The tax shall be paid 
monthly based on the amount of the tax established in this subdivision 
(d)(2). The monthly payments are due on the fifteenth of each following 
month, beginning August 15, 1994, for the July 1994 payment, and ending 
with a final payment on July 15, 2017. It is the clear and unequivocal intent 
of the general assembly that this subdivision (d)(2) has retroactive applica- 
tion to January 1, 2008. 

(3) The commissioner of health shall adopt rules and regulations govern- 
ing the collection of such taxes. Notwithstanding any other law, the commis- 
sioner is authorized to promulgate such rules as emergency rules pursuant 
to the rulemaking provisions of the Uniform Administrative Procedures Act, 
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compiled in title 4, chapter 5. 

(4) Any challenge to the tax imposed by this subsection (d) shall be 
brought pursuant to title 67, chapter 1, part 18 and § 9-8-307(a)(1)(O). 

(5) All revenue collected pursuant to this subsection (d) shall be deposited 
in the general fund. 

(6)(A) If any part of any tax imposed under this subsection (d) is not paid 
on or before the due date, a penalty of five percent (5%) of the amount due 
shall at once accrue and be added to such tax. Thereafter, on the first day 
of each month during which any part of any tax or any prior accrued 
penalty remains unpaid, an additional penalty of five percent (5%) of the 
then unpaid balance shall accrue and be added to such tax or prior accrued 
penalty. In addition, taxes under this subsection (d) not paid on the due 
date shall bear interest at the maximum lawful rate from the due date to 
the date paid. Payment shall be deemed to have been made upon date of 
deposit in the United States mail. The commissioner may, for good cause, 
approve an alternative payment plan as long as full payment of the tax is 
made. 

(B) If an ICF/IID is more than sixty (60) days delinquent in paying its 
monthly amount, the commissioner of intellectual and developmental 
disabilities may initiate proceedings to revoke the license of the facility in 
accordance with the Uniform Administrative Procedures Act. 

(C) Ifa facility is more than thirty (30) days delinquent in paying the 
amount of its tax or any installment of an alternative payment plan 
approved by the board or commissioner, the commissioner of health has 
the additional authority to deduct the amount owing from the facility’s 
forthcoming medicaid payments and to notify the facility that it will be 
locked into a process by which the monthly installment will automatically 
be deducted from each month’s medicaid payment for an appropriate 
period of time, as determined by the state. The facility will also be notified 
of an opportunity to request a hearing before the commissioner or the 
commissioner’s designee to consider the sole issues of whether the amount 
of the tax was proper and whether the payment of the tax was more than 
thirty (30) days delinquent. If requested by the facility, this hearing shall 
be promptly held, but in no case shall the pendency of a hearing result in 
delay of the deductions envisioned in this subdivision (d)(6)(C). 

(7) The tax imposed by this subsection (d) may not be billed by the 
ICF/IID as a separately stated charge, but this shall not prevent the ICF/IID 
from adjusting its rates to defray the cost associated with the tax. 

(8) The fiscal review committee shall review and have oversight of the 
implementation of this subsection (d). 

(9) Any tax obligation imposed by this subsection (d) shall be suspended 
to the extent that and for the period that receipt of the tax by the state 
results in a corresponding reduction in federal financial participation under 
Title XIX of the federal Social Security Act, compiled in 42 U.S.C. § 1396 et 
seq. 

(10) The tax established by this subsection (d) shall terminate on July 15, 
2017. 


68-11-1001 


History. 

Acts 1987, ch. 312, § 8; 1994, ch. 993, § 4; 
1995, ch. 316, § 4; 1997, ch. 553, § 5; 1999, ch. 
431, § 5; 2000, ch. 947, §§ 6, 8L; 2001, ch. 431, 
§§ 8, 9; 2003, ch. 355, § 62; 2005, ch. 500, § 11; 
2007, ch. 390, §§ 1, 2; 2008, ch. 774, § 1; 2008, 
ch. 824, § 10; 2009, ch. 312, $$ 1, 2; 2009, ch. 
566, § 12; 2010, ch. 1100, §§ 113-116; 2011, ch. 
345, §§ 1, 2; 2012, ch. 575, §§ 1, 2; 2013, ch. 
163, §§ 1, 2; 2015, ch. 340, §§ 1-4; 2018, ch. 
655, § 8. t 


Amendments. 
The 2015 amendment substituted “individu- 
als with intellectual disabilities” for “the men- 
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tally retarded” in the section heading, (a), and 
(d)(2); substituted “intellectual and develop- 
mental disabilities” for “mental health and sub- 
stance abuse services” in (a), (b), (c) and 
(d)(6)(B); substituted “ICF/IIDs” for “ICF/MRs” 
and “ICF/IID” for “ICF/MR” throughout the 
section; substituted “July 15, 2017” for “July 
15, 2015” at the end of the fourth sentence of 
(d)(2) and at the end of (d)(10). 

The 2018 amendment substituted “§ 68-11- 
252” for § 68-11-207(b)” in (a) and (b). 


Effective Dates. 
Acts 2015, ch. 340, § 5. July 1, 2015. 
Acts 2018, ch. 655, § 15. July 1, 2018. 


PART 10 


_ REGISTRY OF PERSONS WHO HAVE ABUSED, 
NEGLECTED, OR MISAPPROPRIATED THE PROPERTY 
OF VULNERABLE INDIVIDUALS 


68-11-1001. Establishment and maintenance of registry — Confidenti- 
ality — Access to records. 


NOTES TO DECISIONS 


2. Neglect. 

Trial court did not err in concluding that the 
conduct of an employee of a services provider 
against an intellectually disabled adult consti- 
tuted neglect and in placing the provider's 
name on the abuse registry of the Tennessee 
Department of Health as required by T.C.A. 
§ 68-11-1001 because substantial and material 
evidence supported the finding that the adult 


68-11-1002. Part definitions. 


had a bleeding head wound and that the em- 
ployee delayed care for that wound; such failure 
to provide timely medical care to a bleeding 
head injury placed the adult at probable risk of 
serious harm as contemplated by the statutory 
definition of neglect, T.C.A. § 33-2-402. Taylor 
v. Div. of Intellectual Disabilities Servs., — 
S.W.3d —, 2013 Tenn. App. LEXIS 201 (Tenn. 
Ct. App. Mar. 22, 2013). 


As used in this part, unless the context requires otherwise: 
(1) “Abuse” means the willful infliction of injury, unreasonable confine- 
ment, intimidation, or punishment with resulting physical harm, pain, or 


mental anguish; 


(2) “Criminal disposition” means the disposition of criminal charges 


constituting an offense against a vulnerable person, as that term is defined 
by this section, either by conviction, or by pretrial diversion authorized by 
any court pursuant to title 40, chapter 15, or by an order deferring further 
proceedings and placing an individual on probation by post-trial diversion 
issued pursuant to title 40, chapter 35; 

(3) “Exploitation” means, in cases that are investigated by the depart- 
ment of human services, the improper use by a caretaker of funds that have 
been paid by a governmental agency to an adult or to the caretaker for the 
use or care of the adult; 
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(4) “Misappropriation” means any taking, possession or use of the prop- 
erty of a vulnerable person the elements of which constitute any criminal 
offense involving such property, or that constitute a violation of a fiduciary 
duty of a caretaker of a vulnerable person; 

(5) “Neglect” means the failure to provide goods and services necessary to 
avoid physical harm, mental anguish, or mental illness; 

(6) “Offense against a vulnerable person” means any act that constitutes 
abuse, neglect, misappropriation or exploitation of the property of a vulner- 
able person even if the act does not constitute a criminal act, or any crime the 
elements of which constitute abuse, neglect, or misappropriation or exploi- 
tation of the property of a vulnerable person; 

(7) “Property” means all interests of any type in real property, and any 
interests of any type in personal property whether in moneys or financial 
instruments of any type, goods, furnishings, and similar property; provided, 
however, that for purposes of reporting to the registry established by this 
part, property shall only consist of funds paid by a governmental agency to 
an “adult” as defined in § 71-6-102, if the report of abuse, neglect, misap- 
propriation or exploitation is investigated by the department of human 
services pursuant to title 71, chapter 6, part 1; and 

(8) “Vulnerable person” means anyone who: 

(A) Is under eighteen (18) years of age; or 

(B) Is eighteen (18) years of age or older and, by reason of advanced age 
or other physical or mental condition, is vulnerable to or has been 
determined to have suffered from abuse, neglect or misappropriation or 
exploitation of property and is or has been: 

(i) The subject of any report of harm, abuse, neglect, or exploitation of 
property made to any state agency or investigative authority with 
responsibility to investigate those reports pursuant to title 37, chapter 
1, parts 1 or 6, title 71, chapter 6, part 1, or pursuant to any other law 
or regulation; 

(ii) Receiving protective services from a state agency pursuant to law; 

(iii) The victim of any criminal offense that constitutes abuse, ne- 
glect, or misappropriation or exploitation of property; 

(iv) In the care of either a state agency, an entity that is licensed or 
regulated by a state agency, or in the care of an entity providing services 
under the provisions of a contract between that entity and a state 
agency; or 

(v) Receiving services in the person’s home from any agency licensed 
or regulated by or contracted to a state agency, including, but not limited 
to home and community-based services, home health care, or other 
health care-related services provided through state or federal funds to 
assist persons to remain in their homes. 
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History. Effective Dates. 

Acts 1999, ch. 519, § 4; 2004, ch. 780, § 10; Acts 2015, ch. 94, § 4. July 1, 2015; April 10, 
2005, ch. 221, § 1; 2009, ch. 401, 8§ 2-7;T.C.A. 2015, for the purpose of promulgating rules. 
§ 68-10-1004(a); Acts 2015, ch. 94, § 1. 


Amendments. 
The 2015 amendment added the definitions 
of “Abuse” and “Neglect”. 


68-11-1003, Prerequisites to including name on registry — Notice to 
alleged perpetrator — Removal of name from registry. 


(a)(1) Any state government agency that finds that an individual has 
committed abuse, neglect, or misappropriation or exploitation of the prop- 
erty of a vulnerable person shall notify the department of health concerning 
such individual in accordance with subdivision (a)(2). The department of 
health shall include the name of an individual on the registry when it 
receives notification from an agency of Tennessee state government that the 
individual has been found by that agency, pursuant to that agency’s 
procedures and definitions, to have committed abuse, neglect, or misappro- 
priation or exploitation of the property of a vulnerable person. 

(2) Notification shall consist of a copy of an emergency, initial, or final 
administrative order, a judicial order, or other evidence indicating that the 
agency has afforded the individual an opportunity for an administrative due 
process hearing pursuant to the requirements of the Uniform Administra- 
tive Procedures Act, compiled in title 4, chapter 5, part 3, or equivalent 
judicial or administrative procedures; provided, that nothing in this part 
shall require the state agency to establish any new procedures or to modify 
any existing procedures it may use for the provision of due process to the 
individual. 

(3) Notification shall include the individual’s last known mailing address, 
and the agency’s definition of abuse, neglect, misappropriation or exploita- 
tion of property that it used in making the determination, and any other 
information that the department determines is necessary to adequately 
identify the individual for purposes of administrative hearings provided by 
this part, or to adequately identify the individual when inquiry to the 
registry is made. 

(b) The department shall also include an individual’s name on the registry 
when it receives a copy of a criminal disposition from the Tennessee bureau of 
investigation or another federal, state, or local law enforcement agency, court, 
or criminal justice agency indicating that a criminal disposition against the 
named individual was the result of an offense against a vulnerable person, but 
only if the copy of the court’s criminal disposition order indicates that: 

(1) The individual was notified that, as a consequence of the conviction, 
the individual will be placed on the abuse registry; 

(2) The offense constitutes an offense against a vulnerable person; and 

(3) The court has ordered placement on the abuse registry pursuant to 
this part and the clerk is required to forward such judgment to the 
department. 

(c) Upon receiving the notification set out in subsection (a) or (b), the 
department shall, in addition to entering the individual’s name on the registry, 
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also maintain and make available upon request the name of the reporting 
agency and the applicable definition of abuse, neglect, misappropriation or 
exploitation of property supplied by that agency. The individual’s name, once 
entered on the registry, shall remain on the registry, except as provided in 
subsection (f), even if the individual meets the requirements of any criminal 
disposition, and regardless of any expunction that may be ordered by any court 
or that may take place by operation of law in connection with the criminal 
disposition; provided, however, that any expunction reported to the depart- 
ment shall result in the removal from the registry of everything regarding the 
criminal disposition, except the individual’s name, and the department shall 
destroy any other documentation of the criminal disposition; provided, further, 
however, that if a person is reported by any state agency pursuant to this part, 
the identification of the individual as a perpetrator of abuse, neglect, misap- 
propriation or exploitation of a vulnerable person shall not be subject to 
removal based upon expunction of a criminal disposition. 

(d) Upon entry of this information, the department shall notify the indi- 
vidual, at the individual’s last known mailing address, of the individual’s 
inclusion on the registry. Although the individual will not be entitled or given 
the opportunity to contest or dispute either the prior hearing conclusions, or 
the content or terms of any criminal disposition, or attempt to refute the 
factual findings upon which such are based, the individual may challenge the 
accuracy of the report that such a criminal disposition has occurred, or such 
hearing conclusions were made or any fact issue related to the correct identity 
of the individual. If the individual makes such a challenge within sixty (60) 
days of notification of inclusion on the registry, the commissioner, or the 
commissioner’s designee, shall afford the individual an opportunity for a 
hearing on the matter that complies with the requirements of due process and 
the Uniform Administrative Procedures Act. 

(e) If the department receives from the Tennessee bureau of investigation, 
other federal, state or local law enforcement agency, any court, or criminal 
justice agency documentation substantiating that an offense against a vulner- 
able person has been committed by an individual, whose name has not already 
been placed on the registry pursuant to subsection (a) or (b), the department 
shall, prior to placing the individual’s name on the registry, afford that 
individual an opportunity for an administrative due process hearing pursuant 
to the requirements of the Uniform Administrative Procedures Act, or equiva- 
lent judicial or administrative procedures; provided, however, that nothing in 
this part shall require the department to establish any new procedures or 
modify any existing procedures it may use for the provision of due process. If, 
as a result of the hearing, the department finds the individual committed an 
offense against a vulnerable person, the department shall include the name of 
the individual on the registry. 

(f) Any individual’s name shall be immediately removed from the registry if: 

(1) Upon a hearing, the commissioner, or the commissioner’s designee, 
determines that the initial report of a criminal disposition, or the adminis- 
trative hearing conclusions never occurred; or 

(2) At the final step taken in an appellate process, a reported conviction, 
an emergency order, or an administrative hearing result is reversed. 
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(¢)(1) Astate agency that has placed a person in the registry pursuant to this 
part may recommend to the department the removal of the person’s name if: 
(A) It finds that the placement of the person’s name on the registry was 


in error; or 


(B) An advisory group convened by the state agency composed of 
persons with experience in the subject matter areas of the agency’s work, 
or who by experience or education the agency determines are qualified to 
provide recommendations to the agency regarding a person’s likelihood of 
committing further acts or omissions that led to the person’s placement on 
the registry determines, based upon evidence presented to the group, that 
removal of the person from the registry is clearly warranted, then the 
group may recommend in writing to the agency a waiver and removal of 


the person from the registry. 


(2) The final decision regarding the recommendation for removal from the 
‘registry shall be made by the state agency and the recommendation shall be 
reduced to writing, giving the agency’s reasons for the decision and sent to 


the person seeking the waiver. 


(3) If the decision is to remove the person from the registry, the recom- 
mendation shall be sent to the department and the person’s name shall be 


removed by the department. 


(4) If the person seeking a waiver is dissatisfied with the determination 
made by the state agency, the person shall be permitted to appeal. The 
appeal shall be conducted as a contested case hearing pursuant to the 
Uniform Administrative Procedures Act. 

(5) The decision and the written recommendations of the advisory group 
and the state agency shall be open for public inspection. 


History. 

Acts 1999, ch. 519;'§ 4; 2004, ch. '780, § 10; 
2005, ch. 221, § 1; 2009, ch. 401, §§ 2-7; T.C.A. 
§ 68-10-1004(b)-(h); Acts 2015, ch. 94, § 2; 
2018, ch. 655, § 138. 


Amendments. 

The 2015 amendment substituted “sixty (60) 
days” for “thirty (30) days” in the last sentence 
of (d). 

The 2018 amendment rewrote (b) which read: 
“(b) The department shall also include an indi- 
vidual’s name on the registry when it receives a 


copy of a criminal disposition from the Tennes- 
see bureau of investigation, other federal, state 
or local law enforcement agency, court, or crimi- 
nal justice agency, indicating that a criminal 
disposition against the named individual was 
the result of an offense against a vulnerable 
person.” 


Effective Dates. 
Acts 2015, ch. 94, § 4. July 1, 2015; April 10, 
2015, for the purpose of promulgating rules. 
Acts 2018, ch. 655, § 15. July 1, 2018. 


NOTES TO DECISIONS 


ANALYSIS 


1, Evidence. 
yet Abuse of Discretion. 


1. Evidence. 

Trial court did not err in concluding that the 
conduct of an employee of a services provider 
against an intellectually disabled adult consti- 
tuted neglect and in placing the provider’s 


name on the abuse registry of the Tennessee 
Department of Health as required by T.C.A. 
§ 68-11-1001 because substantial and material 
evidence supported the finding that the adult 
had a bleeding head wound and that the em- 
ployee delayed care for that wound; such failure 
to provide timely medical care to a bleeding 
head injury placed the adult at probable risk of 
serious harm as contemplated by the statutory 
definition of neglect, T.C.A. § 33-2-402. Taylor 
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v. Div. of Intellectual Disabilities Servs., — 
S.W.3d —, 2013 Tenn. App. LEXIS 201 (Tenn. 
Ct. App. Mar. 22, 2013). 


2. Abuse of Discretion. 

Trial court did not abuse its discretion in 
placing defendant on the Tennessee Elderly 
and Vulnerable Adult Abuse Registry because 
defendant pawned jewelry that belonged to an 


HEALTH FACILITIES AND RESOURCES 


68-11-1302 


elderly victim who lived in the nursing facility 
where defendant worked and who trusted de- 
fendant to clean the victim’s apartment. Defen- 
dant gave varying accounts regarding defen- 
dant’s responsibility for the crime and refused 
to identify any other employees involved in the 
crime. State v. Wright, — S.W.3d —, 2020 Tenn. 
Crim. App. LEXIS 781 (Tenn. Crim. App. Dec. 
4, 2020). 


68-11-1004. Agencies or entities required to consult registry prior to 
hiring employees or utilizing volunteers. 


NOTES TO DECISIONS 


2. Neglect. 

Trial court did not err in concluding that the 
conduct of an employee of a services provider 
against an intellectually disabled adult consti- 
tuted neglect and in placing the provider’s 
name on the abuse registry of the Tennessee 
Department of Health as required by T.C.A. 
§ 68-11-1001 because substantial and material 
evidence supported the finding that the adult 


68-11-1006. Promulgation of rules. 


had a bleeding head wound and that the em- 
ployee delayed care for that wound; such failure 
to provide timely medical care to a bleeding 
head injury placed the adult at probable risk of 
serious harm as contemplated by the statutory 
definition of neglect, T.C.A. § 33-2-402. Taylor 
v. Div. of Intellectual Disabilities Servs., — 
S.W.3d —, 2013 Tenn. App. LEXIS 201 (Tenn. 
Ct. App. Mar. 22, 2013). 


The commissioner of health shall promulgate rules to effectuate the pur- 
poses of this part. The rules shall be promulgated in accordance with the 
Uniform Administrative Procedures Act, compiled in title 4, chapter 5. 


History. 
Acts 2015, ch. 94, § 3. 


Effective Dates. 
Acts 2015, ch. 94, § 4. July 1, 2015; April 10, 
2015, for the purpose of promulgating rules. 


PART 13 
HOSPITAL COOPERATION ACT OF 1993 


68-11-1302. Part definitions. 


As used in this part, unless the context otherwise requires: 

(1) “Commissioner” means the commissioner of health; 

(2) “Cooperative agreement” means an agreement among two (2) or more 
hospitals for the consolidation by merger or other combination of assets, 
offering, provision, operation, planning, funding, pricing, contracting, utili- 
zation review or management of health services or for the sharing, alloca- 
tion, or referral of patients, personnel, instructional programs, support 
services and facilities or medical, diagnostic or laboratory facilities or 
procedures or other services traditionally offered by hospitals; 

(3) “Department” means the department of health; 


(4) “Hospital” means: 
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(A) Any institution required to be licensed as a hospital under § 68-11- 
201, or defined as a psychiatric hospital in § 68-11-102 [repealed]; or 
(B) Any parent of a hospital, hospital subsidiary or hospital affiliate 
that provides medical or medically-related diagnostic and laboratory 
services or engages in ancillary activities supporting those services; and 
(5) “Intervenor” means any hospital, physician, allied health professional, 
healthcare provider or other person furnishing goods or services to, or in 
competition with, hospitals, insurer, hospital service corporation, medical 
service corporation, hospital and medical services corporation, preferred 
provider organization, health maintenance organization, or any employer or 
association that directly or indirectly provides health care benefits to its 
employees or members. 


History. sets, offering, provision, operation, planning, 
Acts 1998, ch. 331, § 2; 2015, ch. 464, § 1. funding, pricing, contracting, utilization review 
j or management of health services or”. 


Amendments. 
The 2015 amendment, in the definition of Effective Dates. 
“cooperative agreement,” inserted “the consoli- Acts 2015, ch. 464, § 8. May 18, 2015. 


dation by merger or other combination of as- 


68-11-1303. Cooperative agreements — Certificate of public advan- 
tage. 


(a) It is the policy of this state, in certain instances, to displace competition 
among hospitals with regulation to the extent set forth in this part and to 
actively supervise that regulation to the fullest extent required by law, in order 
to promote cooperation and coordination among hospitals in the provision of 
health services and to provide state action immunity from federal and state 
antitrust law to the fullest extent possible to those hospitals issued a certificate 
of public advantage under this section. 

(b) A hospital may negotiate and enter into cooperative agreements with 
other hospitals in the state, if the likely benefits resulting from the agreements 
outweigh any disadvantages attributable to a reduction in competition that 
may result from the agreements. 

(c) Parties to a cooperative agreement may apply to the department for a 
certificate of public advantage governing that cooperative agreement. The 
application shall include an executed written copy of the cooperative agree- 
ment and describe the nature and scope of the cooperation in the agreement 
and any consideration passing to any party under the agreement. A copy of the 
application and copies of all additional related materials shall be submitted to 
the attorney general and reporter and to the department at the same time. The 
attorney general and reporter and the department are entrusted with the 
active and continuing oversight of all cooperative agreements. 

(d) The department shall review the application in accordance with the 
standards set forth in subsection (e) and shall hold a public hearing in 
accordance with the rules adopted by the department. The department shall 
give notice of the application to interested parties by publishing a notice in the 
Tennessee administrative register in accordance with the Uniform Adminis- 
trative Procedures Act, compiled in title 4, chapter 5. Any intervenor may 
intervene in the proceeding. The department shall grant or deny the applica- 
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tion within one hundred twenty (120) days of the date of filing of the 
application, and that decision shall be in writing and set forth the basis for the 
decision. The department shall furnish a copy of the decision to the applicants, 
the attorney general and reporter, and any intervenor. An intervenor aggrieved 
by a decision of the department to grant or deny the application shall have the 
right to appeal the department’s decision, except that there shall be no stay of 
the department’s decision granting an application unless the chancery court of 
Davidson County shall have issued a stay of the department’s decision in 
accordance with § 68-11-1304, which shall be accompanied by an appeal bond 
from the intervenor. Additionally, if the intervenor shall appeal the depart- 
ment’s decision and the appeal is unsuccessful, the intervenor shall be 
responsible for the costs of the appeal and attorneys’ fees of the applicants. 
(e)(1) After consultation with and agreement from the attorney general and 
reporter, the department shall issue a certificate of public advantage for a 
cooperative agreement, if it determines that the applicants have demon- 
strated by clear and convincing evidence that the likely benefits resulting 
from the agreement outweigh any disadvantages attributable to a reduction 
in competition that may result from the agreement. 

(2) In evaluating the potential benefits of a cooperative agreement, the 
department shall consider whether the following benefits may result from 
the cooperative agreement: 

(A) Enhancement of the quality of hospital and hospital-related care 
provided to Tennessee citizens; 

(B) Preservation of hospital facilities in geographical proximity to the 
communities traditionally served by those facilities; 

(C) Gains in the cost-efficiency of services provided by the hospitals 
involved; 

(D) Improvements in the utilization of hospital resources and equip- 
ment; 

(E) Avoidance of duplication of hospital resources; 

(F) Demonstration of population health improvement of the region 
served according to criteria set forth in the agreement and approved by the 
department; 

(G) The extent to which medically underserved populations have access 
to and are projected to utilize the proposed services; and 

(H) Any other benefits that may be identified. 

(3) The department’s evaluation of any disadvantages attributable to any 
reduction in competition likely to result from the agreement shall include, 
but need not be limited to, the following factors: 

(A) The extent of any likely adverse impact on the ability of health 
maintenance organizations, preferred provider organizations, managed 
healthcare organizations, or other healthcare payors to negotiate appro- 
priate payment and service arrangements with hospitals, physicians, 
allied healthcare professionals, or other healthcare providers; 

(B) The extent of any reduction in competition among physicians, allied 
health professionals, other healthcare providers, or other persons furnish- 
ing goods or services to, or in competition with, hospitals that is likely to 
result directly or indirectly from the cooperative agreement; 
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(C) The extent of any likely adverse impact on patients in the quality, 
availability, and price of healthcare services; and 
(D) The availability of arrangements that are less restrictive to compe- 
tition and achieve the same benefits or a more favorable balance of 
benefits over disadvantages attributable to any reduction in competition 
likely to result from the agreement. 

(f) The department shall consult with the attorney general and reporter 
regarding ‘its evaluation of any potential reduction in competition resulting 
from a cooperative agreement. The attorney general and reporter may consult 
with the United States department of justice or the federal trade commission 
regarding its evaluation of any potential reduction in competition resulting 
from a cooperative agreement. 

(g) The department shall review, on at least an annual basis, each certificate 
of public advantage it has granted pursuant to this part. If the department 
determines that the likely benefits resulting from a certified agreement no 
longer outweigh any disadvantages attributable to any potential reduction in 
competition resulting from the agreement, the department may first seek 
modification of the agreement with the consent of the parties. If such 
modification is not obtained, the department may terminate the certificate of 
public advantage and the certificate holder may appeal in accordance with 
§ 68-11-1304. The certificate of public advantage shall remain in full force and 
effect until such time as the certificate of public advantage holder has 
submitted, the department has approved, and the certificate holder has 
completed a plan of separation. The department’s active supervision shall 
continue until such time as the department issues an official determination 
that the plan of separation has been completed. 

(h) The department shall maintain on file all cooperative agreements for 
which certificates of public advantage remain in effect. The holder of a 
certificate of public advantage who voluntarily seeks to terminate a coopera- 
tive agreement shall file a notice of termination with the department at least 
forty-five (45) days prior to termination. The department, in its discretion, may 
require a plan of separation before accepting the notice of termination. 


History. additional related materials must be submitted 
Acts 1993, ch. 331, § 3; 2015, ch. 464, § 2. to the attorney general and reporter and to the 
department at the same time. The attorney 

Amendments. 


The 2015 amendment rewrote the section, 
which read: “(a) A hospital may negotiate and 
enter into cooperative agreements with other 
hospitals in the state, if the likely benefits 
resulting from the agreements outweigh any 
disadvantages attributable to a reduction in 
competition that may result from the agree- 
ments. 

“(b) Parties to a cooperative agreement may 
apply to the department for a certificate of 
public advantage governing that cooperative 
agreement. The application must include an 
executed written copy of the cooperative agree- 
ment and describe the nature and scope of the 
cooperation in the agreement and any consid- 
eration passing to any party under the agree- 
ment. A copy of the application and copies of all 


general and reporter and the department are 
entrusted with the active and continuing over- 
sight of all cooperative agreements 

“(c) The department shall review the applica- 
tion in accordance with the standards set forth 
in subsection (d) and may hold a public hearing 
in accordance with the rules adopted by the 
department. The department shall give notice 
of the application to interested parties by pub- 
lishing a notice in the Tennessee administra- 
tive register in accordance with the Uniform 
Administrative Procedures Act, compiled in 
title 4, chapter 5. Any intervenor may intervene 
in the proceeding and shall have standing un- 
der the Uniform Administrative Procedures 
Act. The department shall grant or deny the 
application within ninety (90) days of the date 
of filing of the application, and that decision 
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must be in writing and set forth the basis for 
the decision. The department shall furnish a 
copy of the decision to the applicants, the attor- 
ney general and reporter and any intervenor. 

“(d) After consultation with and agreement 
from the attorney general and reporter, the 
department shall issue a certificate of public 
advantage for a cooperative agreement, if it 
determines that the applicants have demon- 
strated by clear and convincing evidence that 
the likely benefits resulting from the agree- 
ment outweigh any disadvantages attributable 
to a reduction in competition that may result 
from the agreement. 

“(1) In evaluating the potential benefits of a 
cooperative agreement, the department shall 
consider whether one (1) or more of the follow- 
ing benefits may result from the cooperative 
agreement: (A) Enhancement of the quality of 
hospital and hospital-related care provided to 
Tennessee citizens; (B) Preservation of hospital 
facilities in geographical proximity to the com- 
munities traditionally served by those facili- 
ties; (C) Gains in the cost-efficiency of services 
provided by the hospitals involved; (D) Im- 
provements in the utilization of hospital re- 
sources and equipment; and (E) Avoidance of 
duplication of hospital resources. 

“(2) The department’s evaluation of any dis- 
advantages attributable to any reduction in 
competition likely to result from the agreement 
shall include, but need not be limited to, the 
following factors: (A) The extent of any likely 
adverse impact on the ability of health mainte- 
nance organizations, preferred provider organi- 
zations, managed health care organizations or 
other health care payors to negotiate optimal 
payment and service arrangements with hospi- 
tals, physicians, allied health care profession- 
als or other health care providers; (B) The 
extent of any reduction in competition among 
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physicians, allied health professionals, other 
health care providers or other persons furnish- 
ing goods or services to, or in competition with, 
hospitals that is likely to result directly or 
indirectly from the cooperative agreement; (C) 
The extent of any likely adverse impact on 
patients in the quality, availability and price of 
health care services; and (D) The availability of 
arrangements that are less restrictive to com- 
petition and achieve the same benefits or a 
more favorable balance of benefits over disad- 
vantages attributable to any reduction in com- 
petition likely to result from the agreement. 

“(e) The department shall consult with the 
attorney general and reporter regarding its 
evaluation of any potential reduction in compe- 
tition resulting from a cooperative agreement. 
The attorney general and reporter may consult 
with the United States department of justice or 
the federal trade commission regarding its 
evaluation of any potential reduction in compe- 
tition resulting from a cooperative agreement. 

“(f) If the department determines that the 
likely benefits resulting from a certified agree- 
ment no longer outweigh any disadvantages 
attributable to any potential reduction in com- 
petition resulting from the agreement, the de- 
partment may initiate contested case proceed- 
ings to terminate the certificate of public 
advantage in accordance with the Uniform Ad- 
ministrative Procedures Act. 

“(g) The department shall maintain on file all 
cooperative agreements for which certificates of 
public advantage remain in effect. Any party to 
a cooperative agreement who terminates the 
agreement shall file a notice of termination 
with the department within thirty (30) days 
after termination.” 


Effective Dates. 
Acts 2015, ch. 464, § 8. May 18, 2015. 


(a) Any applicant or certificate holder aggrieved by a decision of the 
department denying an application, refusing to act on an application, or 
terminating a certificate is entitled to judicial review of the department’s 
decision by the chancery court of Davidson County, which shall be the only 
available method of judicial review. The chancery court of Davidson County is 
granted the jurisdiction to conduct judicial review of the decisions made by the 
department pursuant to this part, and to render a decision thereon. 

(b) Proceedings for review are instituted by filing a petition for review in the 
chancery court of Davidson County within sixty (60) days after the final 
decision of the department denying an application, refusing to act on an 
application, or terminating a certificate. Copies of the petition shall be served 
upon the department and the attorney general and reporter, in accordance 
with the provisions of the Tennessee Rules of Civil Procedure pertaining to 
service of process. 
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(c) The filing of the petition for review does not itself stay enforcement of the 
department’s decision. The department may grant, or the chancery court of 
Davidson County may order, a stay upon appropriate terms, but if it is shown 
to the satisfaction of the chancery court of Davidson County, in a hearing that 
shall be held within ten (10) days of a request for hearing by either party, that 
any party or the public at large may suffer injury by reason of the granting of 
a stay, then no stay shall be granted until a good and sufficient bond, in an 
amount fixed and approved by the court, shall be given by the petitioner 
conditioned to indemnify the other persons who might be so injured, and if no 
bond amount is sufficient, then the stay shall be denied. The chancery court of 
Davidson County shall not consider a stay unless notice has been given to the 
attorney general and reporter; nor shall the chancery court of Davidson 
County consider a stay unless the petitioner has previously sought a stay from 
the department or demonstrates that the department’s ruling on a stay 
application cannot be obtained within a reasonable time. 

(d) Within forty-five (45) days after service of the petition, or within further 
time allowed by the court, the department shall transmit to the chancery court 
of Davidson County the original or a certified copy of the entire record of the 
proceeding under review. By stipulation of all the parties, the record may be 
shortened. A party unreasonably refusing to stipulate to limit the record may 
be taxed by the court for the additional cost. The court may require or permit 
subsequent corrections or additions to the record. 

(e) The review shall be conducted by the chancery court of Davidson County 
without a jury and shall be confined to the record. In cases of alleged 
irregularities in procedure before the department, not shown in the record, 
proof thereon may be taken in the court. 

(f) The court may reverse the decision of the department if the court finds 
that the decision is: 

(1) In violation of constitutional or statutory procedures; 

(2) In excess of the statutory authority of the department; 

(3) Made upon unlawful procedure; 

(4) Arbitrary or capricious or characterized by abuse of discretion or 
clearly unwarranted exercise of discretion; or 

(5) Unsupported by evidence that is both substantial and material in the 
light of the entire record; provided, that in determining the substantiality of 
evidence, the court shall take into account whatever in the record fairly 
detracts from its weight, but the court shall not substitute its judgment for 
that of the department as to the weight of the evidence on questions of fact. 

(g) The chancery court of Davidson County shall reduce its findings of fact 
and conclusions of law to writing and make them parts of the record. 

(h) Acertificate of public advantage granted by the department pursuant to 
this part shall not constitute a property right or interest of the recipient. 
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History. act on an application or terminating a certifi- 
Acts 1993, ch. 331, § 4; 2015, ch. 464, § 3. cate is entitled to judicial review of the decision 
VCR ANE in accordance with the Uniform Administrative 


Aves Ott anenidirent: rewrobastiin eection! Procedures Act, compiled in title 4, chapter 5. 
which read: Any applicant or intervenor ag- Effective Dates. 


grieved by a decision of the department in Acts 2015, ch. 464, § 8. May 18, 2015. 
granting or denying an application, refusing to 


68-11-1305. Judicial remedies and procedures — Subpoenas — Actions 
— Injunctions. 


(a) The attorney general and reporter, at any time after an application is 
filed under § 68-11-1303(b) (now (c)), may require by subpoena the attendance 
and testimony of witnesses and the production of documents in Davidson 
County or the county in which the applicants are located for the purpose of 
investigating whether the cooperative agreement satisfies the standards set 
forth in § 68-11-1303(e). 

(b) The attorney general and reporter may seek to enjoin the operation of a 
cooperative agreement for which an application for certificate of public 
advantage has been filed by filing suit against the parties to the cooperative 
agreement in chancery court. The attorney general and reporter may file an 
action before or after the department acts on the application for a certificate, 
but the action must be brought no later than thirty (30) days after the 
department’s approval of an application for a certificate of public advantage. 

(c) Upon the filing of the complaint in an action under subsection (b), the 
department’s certification, if previously issued, must be stayed and the 
cooperative agreement is of no further force, unless the court orders otherwise 
or until the action is concluded. The attorney general and reporter may apply 
to the court for any ancillary temporary or preliminary relief necessary to stay 
the cooperative agreement pending final disposition of the case. 

(d) In any action brought under subsection (b) (now (c)), the applicants for a 
certificate bear the burden of establishing by clear and convincing evidence 
that, in accordance with § 68-11-1303(e), the likely benefits resulting from the 
cooperative agreement outweigh any disadvantages attributable to a reduction 
in competition that may result from the agreement. In assessing disadvan- 
tages attributable to a reduction in competition likely to result from the 
agreement, the court may draw upon the determinations of federal and state 
courts concerning unreasonable restraint of trade under 15 U.S.C. §§ 1 and 2 
and title 47, chapter 25. 

(e) If, at any time following the thirty-day period specified in subsection (b), 
the attorney general and reporter determines that as a result of changed 
circumstances, the benefits resulting from a certified agreement no longer 
outweigh any disadvantages attributable to a reduction in competition result- 
ing from the agreement, the attorney general and reporter may file suit in the 
chancery court seeking to cancel the certificate of public advantage. The 
standard for adjudication for an action brought under this subsection (e) is as 
follows: 

(1) Except as provided in subdivision (e)(2), in any action brought under 
this subsection (e), the attorney general and reporter has the burden of 
establishing by a preponderance of the evidence that, as a result of changed 
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circumstances, the benefits resulting from the agreement and the unavoid- 

able costs of cancelling the agreement are outweighed by the disadvantages 

attributable to a reduction in competition resulting from the agreement. 

(2) In any action under this subsection (e), if the attorney general and 
reporter first establishes by a preponderance of evidence that the depart- 
ment’s certification was obtained as a result of material misrepresentation 
to the department or the attorney general and reporter or as the result of 
coercion; threats or intimidation toward any party to the cooperative 
agreement, then the parties to the agreement bear the burden of establish- 
ing by clear and convincing evidence that the benefits resulting from the 
agreement and the unavoidable costs of cancelling the agreement outweigh 
the disadvantages attributable to any reduction in competition resulting 
from the agreement. 

(f) The chancery court may resolve any action brought by the attorney 
general and reporter under this ehapter by entering an order that, with the 
consent of the parties, modifies the cooperative agreement. Upon the entry of 
such an order, the parties to the cooperative agreement have the protection 
specified in § 68-11-1306 and the cooperative agreement has the effectiveness 
specified in § 68-11-1306. 


History. Effective Dates. 
Acts 1998, ch. 331, § 5; 2015, ch. 464, § 4. Acts 2015, ch. 464, § 8. May 18, 2015. 
Amendments. 


The 2015 amendment substituted “§ 68-11- 
1303(e)” for “§ 68-11-1303(d)” in (a) and (d). 


68-11-1306. Protections, effectiveness, validity and applicability of 
agreements. 


(a) Notwithstanding title 47, chapter 25, or any other law, a cooperative 
agreement for which a certificate of public advantage has been issued is a 
lawful agreement. Notwithstanding title 47, chapter 25, or any other law, if the 
parties to a cooperative agreement file an application for a certificate of public 
advantage governing the agreement with the department, the conduct of the 
parties in negotiating and entering into a cooperative agreement is lawful 
conduct. Nothing in this subsection (a) immunizes any person for conduct in 
negotiating and entering into a cooperative agreement for which an applica- 
tion for a certificate of public advantage is not filed. 

(b) If the department determines that the applicants have not established 
by clear and convincing evidence that the likely benefits resulting from a 
cooperative agreement outweigh any disadvantages attributable to any poten- 
tial reduction in competition resulting from the agreement, then the agree- 
ment is invalid and has no further force or effect, except that the department’s 
active supervision shall continue until the plan of separation in § 68-11- 
1303(g) has been determined by the department to be complete. 

(c) Nothing in this part exempts hospitals or other health care providers 
from compliance with laws governing certificates of need. 

(d) Any dispute among the parties to a cooperative agreement concerning its 
meaning or terms is governed by normal principles of contract law. 
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History. 
Acts 1993, ch. 331, § 6; 2015, ch. 464, § 5. 


Amendments. 

The 2015 amendment rewrote (b), which 
read: “If the department determines or, in any 
action by the attorney general and reporter, if 
the chancery court determines that the appli- 
cants have not established by clear and con- 
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vincing evidence that the likely benefits result- 
ing from a cooperative agreement outweigh any 
disadvantages attributable to any potential re- 
duction in competition resulting from the 
agreement, then the agreement is invalid and 
has no further force or effect.” 


Effective Dates. 
Acts 2015, ch. 464, § 8. May 18, 2015. 


68-11-1307. Application fees — Contracting with and compensation of 
qualified experts, assistants and examiners — Rules and 
regulations. 


(a)(1) Parties to a cooperative agreement who have applied to the depart- 
ment for a certificate of public advantage shall pay the charges incurred in 
the examination of the initial application and, in the event the certificate of 
public advantage is approved, the charges incurred for the review and 
ongoing supervision of the agreement, including the expenses of the com- 
missioner, and the expenses of the commissioner’s assistants, including, but 
not limited to experts and examiners employed in the examination and 
review. 

(2) The compensation of the assistants, experts, and examiners desig- 
nated by the commissioner for examining the agreement and all records 
deemed relevant by the commissioner for the examination and review shall 
be fixed by the commissioner at an amount commensurate with usual 
compensation for like services. 

(b) The commissioner may contract, in accordance with applicable state 
contracting procedures, for qualified experts, the commissioner deems neces- 
sary to conduct examination and review of the agreement and the parties’ 
records. 

(c) The full cost of the examination and ongoing review fixed by the 
commissioner shall be paid into the department for its use and benefit in 
meeting the expenses and compensation for the assistants, experts, and 
examiners engaged in the examination and review. 

(d) The department may promulgate rules to implement this part in 
accordance with the Uniform Administrative Procedures Act, compiled in title 
4, chapter 5, but rules are not necessary for the operation of this part. 


History. 
Acts 19938, ch. 331, § 7; 2015, ch. 464, § 6. 


Amendments. 

The 2015 amendment rewrote the section, 
which read: “(a) The department has the au- 
thority to establish reasonable application fees 
to cover the actual costs of administering this 
part by regulations promulgated in accordance 


with the Uniform Administrative Procedures 
Act, compiled in title 4, chapter 5.” 

“(b) The department is authorized to promul- 
gate necessary rules and regulations to imple- 
ment this part in accordance with the Uniform 
Administrative Procedures Act.” 


Effective Dates. 
Acts 2015, ch. 464, § 8. May 18, 2015. 


68-11-1308. Restrictions on interpretation and authority. 


Unless otherwise permitted by law, nothing in this part shall be deemed to 
grant any hospital or group of hospitals, pursuant to a cooperative agreement, 
the authority to operate as a health maintenance organization, preferred 
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provider organization or insurer without obtaining an appropriate license from 
the department of commerce and insurance. Nothing in this part shall be 
deemed to grant any hospital or group of hospitals, pursuant to a cooperative 
agreement, the authority to negotiate terms, prices or reimbursement rates 
with insurers, health maintenance organizations or preferred provider orga- 
nizations otherwise prohibited under federal or state antitrust laws. Further- 
more, nothing in this part shall be construed as authorizing a public benefit 
hospital eritity to enter into a public benefit hospital conveyance transaction 
without complying with the requirements of the Public Benefit Hospital Sales 
and Conveyance Act of 2006, compiled in title 48, chapter 68, part 2, or shall be 
construed as impacting in any way the authority of the attorney general and 
reporter with respect to public benefit hospital conveyance transactions under 
that act. 


History. ’ Effective Dates. 

Acts 1993, ch. 331, § 8; 2015, ch. 464, § .7. Acts 2015, ch. 464, § 8. May 18, 2015. 
Amendments. 

The 2015 amendment added the last sen- 
tence. 


68-11-1310. Prohibited disclosure of confidential and proprietary in- 
formation in connection with hospital cooperative agree- 
ments. 


(a) The following records received by the department or the attorney general 
and reporter from the recipients or applicants of a certificate of public 
advantage for a cooperative agreement issued pursuant to this part shall not 
be subject to disclosure pursuant to title 10, chapter 7, part 5: 

(1) Operating and capital budgets; 

(2) Existing and future business plans other than any plans, and any 
modifications to those plans, that are required to be submitted to the state 
pursuant to a certificate of public advantage or application for a certificate of 
public advantage; 

(3) Financial audit working papers as defined in § 4-3-304(7); 

(4) Contracts or agreements with payors and payor pricing information; 

(5) Physician recruitment plans and contracts or agreements with 
physicians; 

(6) Contracts or agreements with vendors; 

(7) Complaints, including hotline complaints and open investigations of 
such complaints; and 

(8) Employee personnel files, including performance evaluations, disci- 
plinary actions, individual compensation amounts, and employment con- 
tract terms not otherwise publicly available. 

(b) Records set forth in subsection (a) may contain trade secrets as defined 
in § 47-25-1702. The state shall notify in writing the recipient or applicant of 
a certificate of public advantage for a cooperative agreement at least seven (7) 
business days before any intended disclosure of such records. The recipient, 
applicant, or third party may petition the department pursuant to § 4-5-223 
for a declaratory order to determine if disclosure would cause the loss of a trade 
_ secret. Any contested case convened in response to the petition shall be 
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conducted as set forth in title 4, chapter 5, part 3; however, the provisions of 
§ 4-5-325 shall not be applicable. Records subject to the petition shall not be 
disclosed until the review process in title 4, chapter 5, part 3 is completed. 


History. Effective Dates. 

Acts 2018, ch. 916, § 1. Acts 2018, ch. 916, § 2. May 1, 2018. 
Compiler’s Notes. Cross-References. 

For the Preamble to the act relative to disclo- Confidentiality of public records, § 10-7-504. 


sure of confidential and proprietary informa- 
tion in connection with hospital cooperative 
agreements, please see Acts 2018, ch. 916. 


PART 14 
ALZHEIMER’S DISEASE TREATMENT 


68-11-1404. Disclosure of Alzheimer’s disease treatment — Form. 


(a) Any entity, facility, program or any instrumentality of the state or 
political subdivision of the state that advertises, markets or offers to provide 
specialized care, treatment or therapeutic activities for one (1) or more persons 
with a probable diagnosis of Alzheimer’s disease or Alzheimer’s-related demen- 
tia, including, but not limited to, dementia with lewy bodies and frontotempo- 
ral dementia shall disclose the form of care, treatment or therapeutic activities 
provided beyond that care, treatment or therapeutic activities provided to 
persons who do not have a probable diagnosis of Alzheimer’s disease or 
Alzheimer’s-related dementia, including, but not limited to, dementia with 
lewy bodies and frontotemporal dementia. However, any facility licensed under 
part 2 of this chapter, that is engaged in the treatment of the elderly shall not 
be required to comply with the disclosure requirements of this part merely 
because the facility provides specialized care, treatment or therapeutic activi- 
ties for one (1) or more persons with a probable diagnosis of Alzheimer’s 
disease or Alzheimer’s related dementia, unless such facility advertises or 
markets that it does so provide such specialized care, treatment or therapeutic 
activities for such persons. However, if such a facility does in fact provide 
specialized care, treatment or therapeutic activities for a patient having such 
a diagnosis or dementia beyond that care, treatment, or therapeutic activities 
provided to persons who do not have such a diagnosis or dementia, and if an 
immediate family member of such patient requests information relative to 
such specialized care, treatment or therapeutic activities, then the facility 
shall disclose such information to the requesting family member. The facility 
may, but is not required to, use the disclosure form developed by the 
department pursuant to subsection (c). If this form is not used, the information 
shall be provided in a manner to address the questions and concerns of the 
requesting family member. 

(b) The disclosure shall be made in writing on the disclosure form required 
by subsection (c) and shall be provided to any person seeking information 
concerning placement in or care, treatment or therapeutic activities from an 
entity, facility, program or the instrumentality of the state or of a political 
subdivision of the state. 
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(c) With input from persons and organizations with experience or expertise 
regarding care, treatment or therapeutic activities for persons who have 
Alzheimer’s disease or Alzheimer’s related dementia, the department shall 
develop a standard disclosure form. The disclosure shall be made on such form. 
The entity, facility, program or the instrumentality of the state or a political 


subdivision of the state shall revise the disclosure form whenever significant 


changes are made. 


History. 
Acts 1996, ch. 786, § 5; 2015, ch. 411, § 1. 


Amendments. 

The 2015 amendment substituted “probable 
diagnosis of Alzheimer’s disease or Alzheimer’s- 
related dementia, including, but not limited to, 


dementia with lewy bodies and frontotemporal 
dementia” for “probable diagnosis of Alzheim- 
er’s disease or Alzheimer’s related dementia” 
twice in the first sentence of (a). 


Effective Dates. 
Acts 2015, ch. 411, § 2. May 8, 2015. 


PART 15 


PATIENT’S PRIVACY PROTECTION ACT 


68-11-1501. Short title. 


Attorney General Opinions. 

In general, a district attorney turning over 
information to defense counsel pursuant to a 
mandate from the court will not be liable for the 


68-11-1502. Rights to privacy. 


Law Reviews. 
Physician-Patient Confidentiality in Health 
Care Liability Actions: HIPAA’s Preemption of 


disclosure of confidential or privileged informa- 
tion. OAG 18-01, 2018 Tenn. AG LEXIS 1 
(1/4/2018). 


Ex Parte Interviews with Treating Physicians 
Through the Obstacle Test, 44 U. Mem. L. Rev. 
97 (2013). 


68-11-1504. Penalties — Civil actions available. 


NOTES TO DECISIONS 


1. Applicability. 

Statute applies only to healthcare facilities, 
not physicians; it authorizes a patient to re- 
cover damages for invasion of privacy against a 
healthcare provider who publicly divulges the 
patient’s identifying information, and the 
healthcare liability act does not require a pa- 
tient to provide an authorization under this 
statute. Bray v. Khuri, 523 S.W.3d 619, 2017 
Tenn. LEXIS 396 (Tenn. July 5, 2017). 


Patient Privacy Protection Act did not pro- 
vide any basis for upholding the dismissal of a 
surviving spouse’s healthcare liability claim 
against a doctor because the spouse did not sue 
the doctor under the statute. Bray v. Khuri, 523 
S.W.3d 619, 2017 Tenn. LEXIS 396 (Tenn. July 
Si ZOLT I 
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PART 16 


TENNESSEE HEALTH SERVICES AND PLANNING ACT 
OF 2002 
[EFFECTIVE UNTIL OCTOBER 1, 2021. SEE THE 
VERSION EFFECTIVE ON OCTOBER 1, 2021.1] 


68-11-1601. Short title. 


This part shall be known and may be cited as the “Tennessee Health Services 
and Planning Act of 2002.” 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1602. Part definitions. 


As used in this part, unless the context otherwise requires: 

(1) “Agency” and “health services and development agency” mean the 
agency created by this part to administer the certificate of need program and 
related activities; 

(2) “Certificate of need” means a permit granted by the health services 
and development agency to any person for the establishment or modification 
of a health care institution, facility, or covered health service, at a designated 
location; 

(3) “Conflict of interest” means any matter before the agency in which the 
member or employee of the agency has a direct or indirect interest that is in 
conflict or gives the appearance of conflict with the discharge of the 
member’s or employee’s duties; 

(A) “Direct interest” means a pecuniary interest in the persons involved 
in a matter before the agency. This interest applies to the agency member 
or employee, the agency member’s or employee's relatives or an individual 
with whom or business in which the member or employee has a pecuniary 
interest. For the purposes of this part, a relative is a spouse, parent, child, 
stepparent, stepchild, grandparent, grandchild, brother, sister, half- 
brother, half-sister, aunt, uncle, niece, or nephew by blood, marriage or 
adoption; and 

(B) “Indirect interest” means a personal interest in the persons in- 
volved in a matter before the agency that is in conflict or gives the 
appearance of conflict with the discharge of the agency member’s or 
employee’s duties; 

(4) “Department” means the department of health; 

(5) “Ex parte communications” means communications in violation of 
§ 4-5-304 or § 68-11-1607(d); 

(6) “Facility” means any real property or equipment owned, leased, or 
used by a health care institution for any purpose, other than as an 
investment; 

(7)(A) “Health care institution” means any agency, institution, facility, or 

place, whether publicly or privately owned or operated, that provides 

health services and that is one (1) of the following: nursing home; 
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recuperation center; hospital; ambulatory surgical treatment center; men- 

tal health hospital; intellectual disability institutional habilitation facil- 

ity; home care organization or any category of service provided by a home 
care organization for which authorization is required under part 2 of this 
chapter; outpatient diagnostic center; rehabilitation facility; residential 
hospice; or nonresidential substitution-based treatment center for opiate 
addiction; 

(B) “Health care institution” does not include: 

(i) Ground ambulances; 

(ii) Homes for the aged; 

(iii) Any premises occupied exclusively as the professional practice 
office of a physician licensed pursuant to title 63, chapter 6, part 2 and 
title 63, chapter 9, or dentist licensed by the state and controlled by such 
physician or dentist; 

(iv) Administrative office buildings of public agencies related to 
health care institutions; 

(v) Christian Science sanatoriums operated, or listed and certified, by 
the First Church of Christ Scientist, Boston, Massachusetts; or 

(vi) A mental health residential treatment facility; 

(8) “Health service” means clinically related services such as diagnostic, 
treatment or rehabilitative services, and includes those services specified as 
requiring a certificate of need under § 68-11-1607; 

(9) “Home care organization” means any entity licensed as such by the 
department that is staffed and organized to provide “home health services,” 
or “hospice services” as defined by § 68-11-201, to patients in either their 
regular or temporary place of residence; 

(10) “Letter of intent” means the form prescribed by the agency that shall 
require a brief project description, location, estimated project cost, owner of 
the project and description of services to be performed; 

(11) “Licensed beds” means the number of beds licensed by the agency 
having licensing jurisdiction over the facility; 

(12) “Nonresidential substitution-based treatment center for opiate ad- 
diction” includes, but is not limited to, stand-alone clinics offering metha- 
done, products containing buprenorphine such as Subutex and Suboxone, or 
products containing any other formulation designed to treat opiate addiction 
by preventing symptoms of withdrawal; 

(13) “Patient” means and includes, but is not limited to, any person who 
has an acute or chronic physical or mental illness or injury; who is 
convalescent, infirm, or has an intellectual or physical disability; or who is in 
need of obstetrical, surgical, medical, nursing, psychiatric or supervisory 
care; 

(14) “Pediatric patient” means a patient who is fourteen (14) years of age 
or younger; 

(15) “Person” means any individual, trust or estate, firm, partnership, 
association, stockholder, joint venture, corporation or other form of business 
organization, the state of Tennessee and its political subdivisions or parts of 
political subdivisions, and any combination of persons specified in this 
subdivision (15), public or private; “person” does not include the United 
States or any agency or instrumentality of the United States, except in the 
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case of voluntary submission to the regulations established by this part; 

(16) “Planning division” and “state health planning division” mean the 
state health planning division of the department of finance and administra- 
tion, which is created by this part to develop the state health plan and to 
conduct other related studies; 

(17) “Rehabilitation facility” means an inpatient or residential facility 
that is operated for the primary purpose of assisting in the rehabilitation of 
physically disabled persons through an integrated program of medical and 
other services that is provided under professional supervision; 

(18) “Review cycle” means the timeframe set for the review and initial 
decision on applications for certificate of need applications that have been 
deemed complete. The first day of the month is the first day of the review 
cycle; and 

(19) “State health plan” means the plan that is developed by the state 
health planning division pursuant to this part. The plan shall include clear 
statements of goals, objectives, criteria and standards to guide the develop- 
ment of health care programs administered or funded by the state of 
Tennessee through its departments, agencies or programs, and considered as 


guidance by the agency when issuing certificates of need. 


History. 

Acts 2002, ch. 780, § 4; 2004, ch. 600, §§ 1, 2; 
2004ehn942;8) 220115 chi47»$)077:2011; ch. 
158, § 39; 2011, ch. 494, §§ 1, 2; 2016, ch. 10438, 
§§ 1-3. 


Compiler’s Notes. 

Acts 2016, ch. 1043, § 23 provided that the 
act, which amended this section, shall apply to 
applications filed on or after July 1, 2016. 


Amendments. 

The 2016 amendment deleted “birthing cen- 
ter” preceding “mental health hospital” in (A) of 
the definition of “health care institution”; de- 


leted the former definition of “major medical 
equipment” which read: “ ‘Major medical equip- 
ment’ means a single unit of medical equipment 
or a single system of components with related 
functions, that is used to provide medical and 
other health services and that costs more than 
the amounts determined under § 68-11- 
1607(a); "major medical equipment” does not 
apply to any equipment not directly related to 
patient care;”; and added the definition of “pe- 
diatric patient”. 


Effective Dates. 
Acts 2016, ch. 1043, § 28. July 1, 2016. 


NOTES TO DECISIONS 


1. Duty. 

In a wrongful death case, the certificate of 
need statutes did not create a duty on the part 
of a building owner for actions that occurred in 
a dialysis clinic because there was no evidence 
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showing that the owner held the certificate of 
need for the clinic. Choate ex rel. Clayton C. v. 
Vanderbilt Univ., — S.W.3d —, 2016 Tenn. App. 
LEXIS 39 (Tenn. Ct. App. Jan. 25, 2016). 


It is declared to be the public policy of this state that the establishment and 
modification of health care institutions, facilities and services shall be accom- 
plished in a manner that is orderly, economical and consistent with the 
effective development of necessary and adequate means of providing for the 
health care of the people of Tennessee. To this end, this section shall be 
equitably applied to all health care entities, regardless of ownership or type, 
except those owned and operated by the United States government. 
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History. 
Acts 2002, ch. 780, § 4. 


68-11-1604. Health services and development agency — Creation — 
Composition — Appointments — Terms — Compensation 
— Officers — Meetings — Conflict of interest. 


(a) There is created a health services and development agency that has 
jurisdiction and powers relating to the certification of need and related 
reporting of all health care institutions, as defined by and subject to this 
chapter. 

(b)(1) The agency shall have eleven (11) members, including: 

(A) The comptroller of the treasury, or an employee of such department 
upon the designation of the comptroller of the treasury; 

(B) The state director of TennCare or its successor, or an employee of 

~ such department upon the designation of the director; 

(C) The commissioner of commerce and insurance, or an employee of 
such department upon the designation of the commissioner; 

(D) One (1) consumer member appointed by the speaker of the senate; 

(E) One (1) consumer member appointed by the speaker of the house of 
representatives; and 

(F) Six (6) members appointed by the governor to include: 

(i) One (1) person who has recent experience as an executive officer of 
a hospital or hospital system who may be appointed from lists of 
qualified persons submitted by interested hospital groups including, but 
not limited to, the Tennessee Hospital Association; 

(ii) One (1) representative of the nursing home industry who may be 
appointed from lists of qualified persons submitted by interested health 
care groups including, but not limited to, the Tennessee Health Care 
Association; 

(iii) One (1) duly licensed physician who may be appointed from lists 
of qualified persons submitted by interested medical groups including, 
but not limited to, the Tennessee Medical Association; 

(iv) One (1) representative of the home care industry who may be 
appointed from lists of qualified persons submitted by interested home 
care groups including, but not limited to, the Tennessee Association for 
Home Care. The initial term for the home care industry representative 
shall be two (2) years. Upon the expiration of that term, the home care 
industry representative shall be appointed for a three-year term pursu- 
ant to subsection (c); 

(v) One (1) consumer member; and 

(vi) One (1) representative of the ambulatory surgical treatment 
center industry. 

(2) The governor shall consult with interested groups including, but not 
limited to, the organizations listed in subdivision (b)(1) to determine 
qualified persons to fill positions with the agency. 

(3) In making appointments to the health services and development 
agency, the governor and the speakers shall strive to ensure that racial 
minorities, females, persons sixty (60) years of age and older and the three 
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(3) grand divisions are represented. 

(4) The consumer members shall be persons who are knowledgeable of 
health needs and services and who are further knowledgeable by training or 
experience in health care facility design or construction, financing of health 
care services or construction, reimbursement of health care services, or 
general health care economics. The consumer members shall not be a direct 
provider of health care goods or services. 

(c)(1) No member of the agency shall serve beyond the expiration of such 
member’s term, whether or not a successor has been appointed by the 
governor or the speakers. 

(2) Except for the comptroller of the treasury, the commissioner of 
commerce and insurance, and the director of TennCare, or their respective 
designees, agency members shall be appointed for three-year terms and no 
member shall serve more than two (2) consecutive three-year terms. The 
terms of the members are staggered on the following schedule: 

(A) The terms of the nursing home representative, hospital represen- 
tative, and the consumer member appointment by the speaker of the 
house of representatives are due to expire in calendar year 2004 and those 
appointments shall be made in that year and each third year thereafter; 

(B) The terms of the physician member and the consumer member 
appointed by the governor are due to expire in calendar year 2005 and 
those appointments shall be made in that year and each third year 
thereafter; and 

(C) The terms of the home care industry representative and the 
consumer member appointed by the speaker of the senate are due to expire 
in calendar year 2006 and those appointments shall be made in that year 
and each third year thereafter. 

(3) If any member is absent from three (3) consecutive, regularly sched- 
uled public meetings of the agency, such individual’s membership shall be 
automatically terminated, and the position shall be considered as vacant. 

(4) The appointment of the representative from the ambulatory surgical 

treatment center industry shall be made for a term to begin no sooner than 
July 1, 2010. 
(d)(1) Each member of the agency shall receive fifty dollars ($50.00) per diem 
when actually engaged in the discharge of such member’s official duties, and 
in addition, shall be reimbursed for all travel and other necessary expenses. 
However, agency members who are state employees shall not receive such 
per diem, but shall be reimbursed for all travel and other necessary 
expenses. 

(2) All expenditures shall be claimed and paid in accordance with the 

comprehensive travel regulations as promulgated by the department of 
finance and administration, and approved by the attorney general and 
reporter. 
(e)(1) The agency, at its first meeting and the first meeting in each second 
fiscal year thereafter, shall elect one of the consumer members as chair of the 
agency for a term of two (2) years. At the same meeting, the agency shall 
elect from its members a vice chair to serve a term of one (1) year. No 
member shall serve two (2) consecutive terms as vice chair. 
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(2) Meetings of the agency shall be held as frequently as its duties may 


require. 


(3) Six (6) members shall constitute a quorum, but a vacancy on the 
agency shall not impair its power to act. 

(4) No action of the agency shall be effective unless such action is 
concurred in by a majority of its members present and voting. 

(5) In the event of a tie vote, the action shall be considered disapproved. 

(6) The*agency shall record by name the votes taken on all actions of the 


agency. 


(7)(A) All agency members shall annually review and sign a statement 
acknowledging the statute, rules and policies concerning conflicts of 


interest. 


(B) Any member, upon determining that a matter scheduled for consid- 
eration by the agency results in a conflict with a direct interest, shall 
_immediately notify the executive director and shall be recused from any 
deliberation of the matter, from making any recommendation, from 
testifying concerning the matter, or from voting on the matter. The 

member shall join the public during the proceedings. 
(i) Any member with an indirect interest shall publicly acknowledge 


such interest. 


(ii) All members shall make every reasonable effort to avoid even the 


appearance of a conflict of interest. If a member is uncertain whether 
the relationship justifies recusal, the member shall follow the determi- 
nation by the legal counsel for the agency. 

(iii) A determination by the agency or any court that a member of the 
agency with a direct interest failed to provide notice and be recused from 
deliberations of the matter, from making any recommendation, from 
testifying concerning the matter, or from voting on the matter, shall 
result in the member’s automatic termination from the agency and the 
position shall be considered vacant. The member shall not be eligible for 
appointment to any agency, board or commission of the state for a period 
of two (2) years. 

(iv) The executive director, upon determining that a conflict exists for 
the executive director or any member of the staff, shall notify the chair 
of the agency and take such action as the chair prescribes and pursuant 
to this part. 


History. 

Acts 2002, ch. 780, § 4; 2004, ch. 942, §§ 16- 
19; 2010, ch. 1119, $8 1-45-2013) ch. 131, §§ 3, 
4. 


Compiler’s Notes. 

The health services and development agency, 
created by this section, terminates June 30, 
2021. See §§ 4-29-112, 4-29-242. 


The health services and development agency, 
created by this section as effective October 1, 
2021, terminates June 30, 2024. See §§ 4-29- 
112, 4-29-245, as amended effective Oct. 1, 
2021. 
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68-11-1605. Powers and duties of agency. 


In addition to the powers granted elsewhere in this part, the agency has the 
duty and responsibility to: 

(1) Receive and consider applications for certificates of need, to review 
recommendations on certificates of need, and to grant or deny certificates of 
need on the basis of the merits of such applications within the context of the 
local, regional and state health needs and plans, including, but not limited 
to, the state health plan developed pursuant to § 68-11-1625, in accordance 
with this part; 

(2) Review the state health plan as developed and submitted by the state 
health planning division and make recommendations to the state health 
planning division and the governor concerning the state health plan; 

(3) Promulgate rules, regulations and procedures deemed necessary by 
the agency for the fulfillment of its duties and responsibilities under this 
part, including a procedure for the issuance of a certificate of need upon an 
emergency application where an unforeseen event necessitates the issuance 
of a certificate of need to protect the public health, safety and welfare, and 
where the public health, safety and welfare would be unavoidably jeopar- 
dized by compliance with the procedures established under other provisions 
of this part; 

(4) Contract when necessary for the implementation of the certificate of 
need program as defined by this part; and 

(5) Weigh and consider the quality of health care to be provided and the 
health care needs of consumers, particularly women, racial and ethnic 
minorities, TennCare or medicaid recipients and low income groups when- 
ever the agency performs its duties or responsibilities assigned by law. 


History. Amendments. 
Acts 2002, ch. 780, § 4; 2004, ch. 942, § 3; The 2016 amendment inserted “quality of 
2016, ch. 1043, § 4. health care to be provided and the” near the 


Compiler’s Notes. beginning of (5). 


Acts 2016, ch. 1043, § 23 provided that the Effective Dates. 


act, which amended this section, shall apply to Acts 2016, ch. 1043, § 23. July 1, 2016. 
applications filed on or after July 1, 2016. 


68-11-1606. Executive director of agency — Appointment — Salary — 
Duties — Delegation of authority — Review. 


(a) The agency shall appoint an executive director qualified by education and 
experience. The executive director shall demonstrate knowledge and experi- 
ence in the areas of public administration and health policy development. 

(b) The agency shall fix the salary of the executive director, who shall serve 
at the pleasure of the agency. The executive director shall be the chief 
administrative officer of the agency and the appointing authority, exercising 
general supervision over all persons employed by the agency. 

(c) The executive director shall have the following duties: 

(1) Keep a written record of all proceedings and transactions of the 
agency, which shall be open to public inspection during regular office hours; 

(2) Administer the certificate of need process; 

(3) Represent the agency before the general assembly; 
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(4) Oversee the issuance of responses to requests for determination 
regarding the applicability of this part; 

(5) Prepare the agenda, including consent and emergency calendars, and 
notice to the general public of all meetings and public hearings of the agency; 

(6) Employ such personnel, within the budget, to assist in carrying out 
this part; and 

(7) Carry out all policies, rules and regulations that are adopted by the 
agency and supervise the expenditure of funds. 

(d) In addition to the duties provided in subsection (c), the agency shall have 
the authority to delegate, and it is the intent of the general assembly that the 
agency exercises such authority to delegate, the following responsibilities and 
duties to the executive director: 

(1) Granting approval, denial, deferral or referral to the agency of 
applications for certificate of need in accordance with § 68-11-1609; and 

~ (2) Granting approval or denial of modifications, changes of conditions or 

ownership, and extensions of certificates of need in accordance with this 

part. 

(e) The delegation of authority pursuant to subsection (d) shall continue 
until specifically revoked by the agency as a result of a determination that such 
revocation is necessary to ensure the proper and orderly operations of the 
agency. 

(f) Actions taken by the executive director shall be final as if the actions 
were taken by the agency; provided, that a member of the agency may, in the 
sole discretion of the member, request that the agency review the action of the 
executive director. Such request shall be made within fifteen (15) days of the 
notice of the action by the executive director, in which case the action shall not 
become final until the agency has rendered its final decision in the matter. The 
review shall be heard within forty-five (45) days of the request for review of the 
action. 

(g) A party desiring the agency to review an action by the executive director 
must file a written petition for review with the agency within fifteen (15) days 
of notice of the action. The executive director shall notify the members within 
two (2) business days that a request for agency review of the initial action has 
been filed. Any member of the agency shall have fifteen (15) days to request an 
agency review. If no member requests a review within fifteen (15) days, the 
petition shall be deemed denied. If the agency grants the petition for review of 
the initial action of the executive director, the agency shall set a public hearing 
reviewing the action. The public hearing shall be held within forty-five (45) 
days from the date the review was requested by the member. This shall not be 
construed to limit in any way the authority of any agency member to request 
a review within fifteen (15) days of the notice of the initial action of the 
executive director. 

(h) All reviews by the agency of decisions made by the executive director 
shall be upon the written notice of the action of the executive director, the 
application file, reports from the appropriate reviewing agency, or such 
information as the agency shall direct. 

(i) If the agency does not exercise its discretion to review a decision of the 
executive director, the executive director shall issue a certificate of need or 
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other notices of the decision, which shall be subject to judicial review in the 
Same manner as are final actions of the agency. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1607. Certificate of need — Applications — Exemptions — Reg- 
istration of equipment — Critical access hospital designa- 
tion. 


(a) No person may perform the following actions in the state except after 
applying for and receiving a certificate of need for the same: 

(1) The construction, development, or other establishment of any type of 
health care institution; Ax 

(2) [Deleted by 2016 amendment.] 

(3) In the case of a healthcare institution, a change in the bed comple- 
ment, regardless of cost, that: 

(A) Increases by one (1) or more the number of nursing home beds; 

(B) Redistributes beds from any category to acute, rehabilitation, or 
long-term care, if at the time of redistribution the healthcare institution 
does not have beds licensed for the category to which the beds will be 
redistributed; or 

(C) Relocates beds to another facility or site; 

(4) Initiation of any of the following healthcare services: burn unit, 
neonatal intensive care unit, open heart surgery, organ transplantation, 
cardiac catheterization, linear accelerator, positron emission tomography, 
home health, hospice, psychiatric, or opiate addiction treatment provided 
through a nonresidential substitution-based treatment center for opiate 
addiction; 

(5) A change in the location of or the replacement of existing or certified 
facilities providing health care services and health care institutions, or a 
change in the location of or the replacement of medical equipment that 
requires a certificate of need. An additional certificate of need is not required 
to move mobile medical equipment that requires a certificate of need to a 
facility site for which a certificate of need already has been issued. A change 
in the location of or the replacement of a home health agency may be 
exempted from the certificate of need requirements by agency rule. The 
relocation of the principal office of a home health agency or hospice within 
the same county shall not require a certificate of need; 

(6) [Deleted by 2016 amendment.]| 

(7) [Deleted by 2016 amendment.]| 

(8) Nothing in this part shall require a certificate of need in order for an 
existing hospital licensed by the department of mental health and substance 
abuse services to become licensed by the department of health as a satellite 
of an_ affiliated general acute care hospital as_ provided _ by 
§ 33-2-403(b)(8)(B); 

(9) [Deleted by 2016 amendment.] 

(10) Initiation of magnetic resonance imaging: 

(A) In any county with a population in excess of two hundred fifty 
thousand (250,000) according to the 2010 federal census or any subse- 
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quent federal census, only for providing magnetic resonance imaging to 

pediatric patients; and 

(B) In any county with a population of two hundred fifty thousand 
(250,000) or less according to the 2010 federal census or any subsequent 
federal census, for providing magnetic resonance imaging to any patients; 
(11) Increasing the number of magnetic resonance imaging machines, in 

any county with a population of two hundred fifty thousand (250,000) or less 

according*to the 2010 federal census or any subsequent federal census, by 
one (1) or more, except for replacing or decommissioning an existing 
machine; and 

(12) Establishing a satellite emergency department facility by a hospital 
at a location other than the hospital’s main campus. 

(b) No agency of the state, or of any county or municipal government, shall 
approve any grant of funds for, or issue any license to a health care institution 
for any portion or activity of the health care institution that is established, 
modified, relocated, changed, or resumed, or that constitutes a covered health 
care service, in a manner in violation of this part. If any agency of the state, or 
any county or municipal government approves any grant of funds for, or issues 
any license to any person or institution for which a certificate of need was 
required but was not granted, the license shall become void and the funds shall 
be refunded to the state within ninety (90) days. The agency has the authority 
to impose civil penalties and petition any circuit or chancery court having 
jurisdiction to enjoin any person who is in violation as further defined in this 
part. 

(c)(1) Each application shall be commenced by the filing of a letter of intent. 
The letter of intent shall be filed between the first day of the month and the 
tenth day of the month, inclusive, prior to the commencement of the review 
cycle in which the application is to be considered. At the time of filing, the 
applicant shall cause the letter of intent to be published in a newspaper of 
general circulation in the proposed service area of the project. The published 
letter of intent must contain a statement: 

(A) That any health care institution wishing to oppose the application 
must file written notice with the agency no later than fifteen (15) days 
before the agency meeting at which the application is originally scheduled; 
and 

(B) That any other person wishing to oppose the application must file a 
written objection with the agency at or prior to the consideration of the 
application by the agency. 

(2) Persons desiring to file a certificate of need application seeking a 
simultaneous review regarding a similar project for which a letter of intent 
has been filed, shall file with the agency a letter of intent within ten (10) days 
after publication of the first filed letter of intent. A copy of any letter of intent 
filed after the first letter of intent shall be mailed or delivered to the first 
filed applicant, and shall be published in a newspaper of general circulation 
in the proposed service area of the first filed applicant within ten (10) days 
after publication by the first filed applicant. The applications shall be 
considered and decided by the health services and development agency 
simultaneously. The agency may refuse to consider the applications simul- 
taneously, if it finds that the applications do not meet the requirements of 
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“simultaneous review” under the rules of the agency. 

(3) Applications for a certificate of need, including simultaneous review 
applications, shall be filed within five (5) days from the date of publication of 
the letter of intent. All applications, original and simultaneous review, shall 
not enter the next review cycle, unless filed with the agency within such time 
as to assure that such application is deemed complete in accordance with the 
rules of the agency. 

(4) Ifthere are two (2) or more applications to be reviewed simultaneously 
in accordance with this part and the rules of the agency, and one (1) or more 
of those applications is not deemed complete to enter the review cycle, the 
other applications that are deemed complete shall enter the review cycle. 
The application or applications that are not deemed complete to enter the 
review cycle will not be considered with the applications deemed complete 
and entering the review cycle. 

(5) Review cycles shall begin on the first day of each of the following 
months: January, March, May, July, September, and November; provided, 
however, that the agency may expand the beginning of the review cycle to 
other months by rule. Written notice of the beginning of the review cycle 
shall be made to all applicants deemed complete by the agency for that 
review cycle. The review cycle shall also be distributed to the members of the 
agency. If an application is not deemed complete within sixty (60) days after 
written notification is given to the applicant by the agency staff that the 
application is deemed incomplete, the application shall be deemed void. If 
the applicant decides to resubmit the application, the applicant shall comply 
with all procedures as set out by this part and a new filing fee shall 
accompany the application. 

(6) Each application filed with the agency shall be accompanied by a 
nonrefundable examination fee which will be fixed by the rules of the agency. 

(7) All information provided in the application or any information sub- 
mitted to the agency in support of an application shall be true and correct. 
No substantive amendments to the application, as defined by rule of the 
agency, shall be allowed. 

(8) Each applicant shall designate a representative as the contact person 
for the applicant and shall notify the agency, in writing, of the contact 
person’s name, address, and telephone number. The applicant shall imme- 
diately notify the agency in writing of any change in the identity of the 
contact person or the contact person’s address. In addition to any other 
method of service permitted by law, the agency may serve by registered or 
certified mail any notice or other legal document upon the contact person at 
such person’s last address of record in the files of the agency. Notwithstand- 
ing any law to the contrary, service in the manner specified in this 
subdivision (c)(8) shall be deemed to constitute actual service upon the 
applicant. 

(9)(A) Within ten (10) days of the filing of an application for a nonresiden- 

tial substitution-based treatment center for opiate addiction with the 

agency, the applicant shall send a notice to the county mayor of the county 
in which the facility is proposed to be located; the state representative and 
senator representing the house district and the senate district in which 
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the facility is proposed to be located; and the mayor of the municipality, if 

the facility is proposed to be located within the corporate boundaries of a 

municipality; by certified mail, return receipt requested, informing those 

officials that an application for a nonresidential substitution-based treat- 
ment center for opiate addiction has been filed with the agency by the 
applicant. 

(B) If an application involves a healthcare facility in which a county or 
municipality is the lessor of the facility or real property on which it sits, 
then within ten (10) days of filing the application, the applicant shall 
notify the chief executive officer of the county or municipality of the filing, 
by certified mail, return receipt requested. 

(C) An application subject to the notification requirement of this 
subdivision (c)(9) shall not be deemed complete if the applicant has not 
provided proof of compliance with this subdivision (c)(9) to the agency. 

(d)(1) No communications are permitted with the members of the agency 

once the letter of intent initiating the application process is filed with the 

agency. Communications between agency members and agency staff shall 
not be prohibited. Any communication received by an agency member from 

a person unrelated to the applicant or party opposing the application shall be 

reported to the executive director and a written summary of such commu- 

nication shall be made part of the certificate of need file. 

(2) All communications between the contact person or legal counsel for 
the applicant and the executive director or agency staff after an application 
is deemed complete and placed in the review cycle are prohibited, unless 
submitted in writing or confirmed in writing and made part of the certificate 
of need application file. Communications for the purposes of clarification of 
facts and issues that may arise after an application has been deemed 
complete and initiated by the executive director or agency staff are not 
prohibited. 

(e) For purposes of this part, agency action shall be the same as adminis- 

trative action defined in § 3-6-102. 

(f)(1) Notwithstanding this section to the contrary, Tennessee state veterans’ 

homes pursuant to title 58, chapter 7 shall not be required to obtain a 

certificate of need pursuant to this section. - 

(2) Notwithstanding this section to the contrary, the beds located in any 
Tennessee state veterans’ home pursuant to title 58, chapter 7 shall not be 
considered by the health services and development agency when granting a 
certificate of need to a health care institution due to a change in the number 
of licensed beds, redistributing beds, or relocating beds pursuant to this 
section. 

(g)(1)(A)G) Notwithstanding subdivision (a)(8)(A) or (a)(5), no more fre- 
quently than one (1) time every three (3) years, a hospital, rehabilitation 
facility, or mental health hospital may increase its total number of 
licensed beds in any bed category by ten percent (10%) or less of its 
licensed capacity at any one (1) campus over any period of one (1) year 
for any services or purposes it is licensed to perform without obtaining 
a certificate of need. The hospital, rehabilitation facility, or mental 
health hospital shall provide written notice of the increase in beds to the 
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agency on forms provided by the agency prior to the request for licensing 

by the board for licensing healthcare facilities or the department of 

mental health and substance abuse services, whichever is appropriate. 

(ii) A hospital, rehabilitation facility, or mental health hospital shall 
not: 

(a) Increase its number of licensed beds for any service or purpose 
for which it is not licensed to provide; or 

(b) Redistribute beds within its bed complement to a different 
category. 

(B) For the purposes of this subsection (g), “campus” means structures 
and physical areas that have the same address and are immediately 
adjacent or strictly contiguous to the facility’s or hospital’s main buildings. 

(2) For new hospitals, rehabilitation facilities, or mental health 
hospitals, the ten percent (10%) increase authorized by subdivision 
(g)(1) cannot be requested until one (1) year after the date all of the new 
beds were initially licensed. 

(3) When determining projected county hospital bed need for certifi- 
cate of need applications, all notices filed with the agency pursuant to 
subdivision (g)(1), with written confirmation from the board for licens- 
ing healthcare facilities or the department of mental health and 
substance abuse services, whichever is appropriate, that a request and 
application for license has been received and a review has been 
scheduled, shall be considered with the total of licensed hospital beds, 
plus the number of beds from approved certificates of need, but yet 
unlicensed. 

(h) After a person holding a certificate of need has completed the actions for 
which a certificate of need was granted, such certificate of need shall expire. 

(i) The owners of the following types of equipment shall register such 
equipment with the health services and development agency: computerized 
axial tomographers, magnetic resonance imagers, linear accelerators and 
position emission tomography. The registration shall be in a manner and on 
forms prescribed by the agency and shall include ownership, location, and the 
expected useful life of such equipment. The first registration of all such 
equipment shall be on or before September 30, 2002. Thereafter, registration 
shall occur within ninety (90) days of acquisition of the equipment. All such 
equipment shall be filed on an annual inventory survey developed by the 
agency. The survey shall include, but not be limited to, the identification of the 
equipment and utilization data according to source of payment. The survey 
shall be filed no later than thirty (30) days following the end of each state fiscal 
year. The agency is authorized to impose a penalty not to exceed fifty dollars 
($50.00) for each day the survey is late. 

(j) Notwithstanding this section to the contrary, an entity, or its successor, 
that was formerly licensed as a hospital, and that has received from the 
commissioner of health a written determination that it will be eligible for 
designation as a critical access hospital under the medicare rural hospital 
flexibility program, is not required to obtain a certificate of need to establish a 
hospital qualifying for such designation, if it meets the requirements of this 
subsection (j). In order to qualify for the exemption set forth in this subsection 
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(j), the entity proposing to establish a critical access hospital shall publish 
notice of its intent to do so in a newspaper of general circulation in the county 
where the hospital will be located and in contiguous counties. Such notice shall 
be published at least twice within a 15-day period. The written determination 
from the department of health and proof of publication required by this 
subsection (j) shall be filed with the agency within ten (10) days after the last 
date of publication. If no health care institution within the same county or 
contiguous counties files a written objection to the proposal with the agency 
within thirty (30) days of the last publication date, then the exemption set 
forth in this subsection (j) shall be applicable; provided, that this exemption 
shall apply only to the establishment of a hospital that qualifies as a critical 
access hospital under the medicare rural flexibility program and not to any 
other activity or service. If a written objection by a health care institution 
within the same county or contiguous counties is filed with the agency within 
thirty (30) days from the last date of publication, then the exemption set forth 
in this subsection (j) shall not be applicable. 

(k)(1) A nursing home may increase its total number of licensed beds by the 
lesser of ten (10) beds or ten percent (10%) of its licensed capacity over any 
period of one (1) year without obtaining a certificate of need. The nursing 
home shall provide written notice of the increase in beds to the agency on 
forms provided by the agency prior to the request for licensing by the board 
for licensing health care facilities. 

(2) For new nursing homes, the ten (10) bed or ten percent (10%) increase 
cannot be requested until one (1) year after the date all of the new beds were 
initially licensed. 

(3) When determining projected county nursing home bed need for cer- 
tificate of need applications, all notices filed with the agency pursuant to 
subdivision (k)(1), with written confirmation from the board of licensing 
health care facilities that a request and application for license has been 
received and a review has been scheduled, shall be considered with the total 
of licensed nursing home beds, plus the number of beds from approved 
certificates of need, but yet unlicensed. 

(4) During such time as § 68-11-1622 shall apply, this subsection (k) shall 
be suspended. 

(l) Nothing in this part shall require a certificate of need for a home care 
organization that is authorized to provide only professional support services as 
defined in § 68-11-201. 

(m) Notwithstanding any other law to the contrary, after May 14, 2004, a 
home care organization may only initiate hospice services after applying for 
and receiving a certificate of need for providing hospice services. 

(n)(1) Any person who provides magnetic resonance imaging services shall 
file an annual report by March 1 of each year with the agency concerning 
adult and pediatric patients that details the mix of payors by percentage of 
cases for the prior calendar year for its patients, including private pay, 
private insurance, uncompensated care, charity care, medicare, and 
medicaid. 

(2) In any county with a population in excess of two hundred fifty 

_ thousand (250,000), according to the 2010 federal census or any subsequent 
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federal census, any person who initiates magnetic resonance imaging 
services shall notify the agency in writing that imaging services are being 
initiated and shall indicate whether pediatric patients will be provided 
imaging services. 

(o)(1) An application for certificate of need for organ transplantation shall 


separately: 


(A) Identify each organ to be transplanted under the application; and 
(B) State, by organ, whether the organ transplantation recipients will 
be adult patients or pediatric patients. 

(2) After an initial application for transplantation has been granted, the 
addition of a new organ to be transplanted or the addition of a new recipient 
category shall require a separate certificate of need; the application shall: 

(A) Identify the organ to be transplanted under the application; and 
(B) State whether the organ transplantation recipients will be adult 


patients or pediatric patients. 


(3)(A) For the purposes of certificate of need approval for organ transplan- 
tation programs under this part, any program submitted to the United 
Network for Organ Sharing (UNOS) by January 1, 2017, shall not be 
required to obtain a certificate of need. 

(B) If the organ transplantation program ceases to be a UNOS-ap- 
proved program, then a certificate of need shall be required. 

(p) After receiving a certificate of need, an outpatient diagnostic center shall 
become accredited by the American College of Radiology in the modalities 
provided by that facility within a period of time set by rule by the agency as a 
condition of receiving a certificate of need. 


History. 

Acts 2002, ch. 780, § 4; 2003, ch. 69, $§ 1, 2; 
20038, ch. 90, § 2; 2004, ch. 649, § 1; 2004, ch. 
942, §§ 4, 5; 2008, ch. 1120, § 6; 2009, ch. 323, 
§ 2; 2010, ch. 1100, § 117; 2011, ch. 494, §§ 3, 
4: 2012. ch. b/d, Sle 20 ko uch. 505, §§ 1. 2: 
2016, ch. 1043, §§ 5-13: 2021, ch. 557, §. 6. 


Compiler’s Notes. 

2016, ch. 1043, § 23 provided that the act, 
which amended this section, shall apply to 
applications filed on or after July 1, 2016. 

For tables of U.S. decennial populations of 
Tennessee counties, see Volume 138 and its 
supplement. 


Amendments. 

The 2015 amendment, in (¢)(3), deleted the 
former second sentence, which read: “Within 
ten (10) days of the filing of an application for a 
nonresidential substitution-based treatment 
center for opiate addiction with the agency, the 
applicant shall send a notice to the county 
mayor of the county in which the facility is 
proposed to be located, the member of the house 
of representatives and the senator of the gen- 
eral assembly representing the district in 
which the facility is proposed to be located, and 
to the mayor of the municipality, if the facility 
is proposed to be located within the corporate 


boundaries of a municipality, by certified mail, 
return receipt requested, informing such offi- 
cials that an application for a nonresidential 
methadone treatment facility has been filed 
with the agency by the applicant.”; and added 
(c)(9). 

The 2016 amendment, in (a), deleted former 
(2) which read: “(2) Modification of a health 
care institution, other than a hospital, includ- 
ing renovations and additions to facilities, 
where such modification requires a capital ex- 
penditure greater than two million dollars 
($2,000,000), or in the case of a hospital where 
such modification requires a capital expendi- 
ture greater than five million dollars 
($5,000,000). Acquisition of real property as an 
investment, not for immediate use by the 
health care institution, shall not be deemed a 
modification; however, the cost of such prop- 
erty, or its value at the time of application, 
regardless of whether acquired by lease, loan, 
or gift, shall be included as required by agency 
rules as part of the total project cost of any later 
proposed project for the improvement, develop- 
ment, or use of the property in a manner that 
does modify the institution’s facilities or ser- 
vices in a manner that requires a certificate of 
need. This subdivision (a)(2) does not apply to 
expenditures not directly related to patient 
care;”, rewrote (4) which read: “(4) Initiation of 
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any of the following health care services: burn 
unit, neonatal intensive care unit, open heart 
surgery, extracorporeal lithotripsy, magnetic 
resonance imaging, cardiac catheterization, lin- 
ear accelerator, positron emission tomography, 
swing beds, home health, hospice, psychiatric, 
rehabilitation or hospital-based alcohol and 
drug treatment for adolescents provided under 
a systematic program of care longer than 
twenty-eight (28) days, or opiate addiction 
treatment provided through a nonresidential 
substitution-based treatment center for opiate 
addiction;”, deleted former (6), (7) and (9) which 
read: “(6) The acquisition by any person of 
major medical equipment for service to pa- 
tients, the cost of which, exclusive of renova- 
tions or modifications, exceeds two million dol- 
lars ($2,000,000); provided, that the 
requirements of this subdivision (a)(6) shall not 
apply to the replacement of the same or similar 
equipment or an upgrade of equipment which 
improves the quality or cost effectiveness of the 
service. In order to receive such exemption for 
replacement or upgrade of equipment, the per- 
son acquiring such replacement or upgrade 
shall file a written notice of such replacement 
or upgrade with the health services and devel- 
opment agency. The notice filed shall contain a 
description of the original equipment and the 
replacement or upgraded equipment, together 
with the cost of such equipment. The health 
services and development agency shall consider 
the information contained in the notice to de- 
termine if the replacement or upgraded equip- 
ment meets the requirements of this subdivi- 
sion (a)(6); 

“(7) The discontinuation of any obstetrical or 
maternity service; 

“(9) The closing of any hospital that has been 
designated as a critical access hospital under 
the medicare rural flexibility program or the 
elimination in the hospital of any services for 
which a certificate of need is required.”, and 
added (10)-(12); rewrote (g) which read: “(g) A 
hospital with fewer than one hundred (100) 
licensed beds may increase its total number of 
licensed beds by ten (10) beds over any period of 
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one (1) year without obtaining a certificate of 
need. The hospital shall provide written notice 
of the proposed increase in beds to the agency 
on forms provided by the agency, prior to the 
hospital’s request for review to the board of 
licensing health care facilities.”; deleted “litho- 
tripters,” preceding “magnetic resonance imag- 
ers” in the first sentence of (i); and added 
(n)-(p). 

The 2021 amendment substituted “health- 
care institution, a” for “health care institution, 
any” in the introductory language of (a)(3); 
substituted “the number of nursing home beds” 
for “the total number of licensed beds” in 
(a)(3)(A); deleted former (a)(3)(B) which read: 
“(B) Redistributes beds from acute to long-term 
care categories;”; redesignated former (a)(3)(C) 
—(a)(3)(D) as (a)(3)(B)—(a)(3)(C); and substi- 
tuted “or long-term care, if at the time of 
redistribution the healthcare institution does 
not have beds licensed for the category to which 
the beds will be redistributed” for “child and 
adolescent psychiatric, or adult psychiatric” in 
present (a)(3)(B). 


Effective Dates. 
Acts 2015, ch. 505, § 4. May 20, 2015. 
Acts 2016, ch. 1043, § 23. July 1, 2016. 
Acts 2021, ch. 557, § 15. May 26, 2021. 


Attorney General Opinions. 

Restrictions on type of outpatient diagnostic 
and therapeutic services that can be provided 
in off-campus hospital-based facility; necessity 
of certificate of need. OAG 14-95, 2014 Tenn. 
AG LEXIS 98 (10/27/14). 

While Public Chapter 419 clearly requires all 
private physicians’ office practices that perform 
more than fifty surgical abortions annually to 
obtain a license as an ambulatory surgical 
treatment center from the Department of 
Health, such already-existing practices are not 
also required to obtain a certificate of need for 
the establishment of an ambulatory surgical 
treatment center before the July 1, 2015, effec- 
tive date of the statutory amendments. OAG 
15-52, 2015 Tenn. AG LEXIS 52 (6/11/15). 


NOTES TO DECISIONS 


ANALYSIS 


1. Duty. 
2: Question of Law Or Fact. 


1. Duty. 

In a wrongful death case, the certificate of 
need statutes did not create a duty on the part 
of a building owner for actions that occurred in 
a dialysis clinic because there was no evidence 
showing that the owner held the certificate of 
need for the clinic. Choate ex rel. Clayton C. v. 
Vanderbilt Univ., — S.W.3d —, 2016 Tenn. App. 
LEXIS 39 (Tenn. Ct. App. Jan. 25, 2016). 


2. Question of Law Or Fact. 

Local home health care provider operated 
through a hospital’s license and Certificate of 
Need, but that was prohibited under the state’s 
regulations, and the hospital could not delegate 
responsibilities to the local provider under 
T.C.A. § 68-11-1620; although this was “im- 
proper means,” there were questions of fact 
regarding tortious interference. Act for Health 
v. Case Mgmt. Assocs., — F. Supp. 2d —, 2014 
U.S. Dist. LEXIS 185287 (E.D. Tenn. Mar. 17, 
2014). 
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68-11-1608. Review of applications — Report. 


(a) The departments of health, mental health and substance abuse services, 
and intellectual and developmental disabilities shall review each application 
whose subject matter or funding is within their respective jurisdictions, 
according to the process described in the rules of the health services and 
development agency. At a minimum, the reports shall provide: 

(1) Verification of applicant-submitted information; 

(2) Documentation or source for data; 

(3) A review of the applicant’s participation or nonparticipation in Tenn- 
Care or its successor; 

(4) Analyses of the impact of a proposed project on the utilization of 
existing providers and the financial consequences to existing providers from 
any loss of utilization that would result from the proposed project; 

(5) Specific determinations as to whether a proposed project is consistent 
with any applicable quality measures under § 68-11-1609(b) and the state 
health plan; and 

(6) Further studies and inquiries necessary to evaluate the application 
pursuant to the rules of the agency. 

(b) Upon request by interested parties or at the direction of the executive 
director, the staff of the agency shall conduct a fact-finding public hearing on 
the application in the area in which the project is to be located. 

(c) Reviewing agencies shall have no more than sixty (60) days from the 
agency notice required by this part to file its written report with the agency. A 
copy of the evaluation made by the department shall be forwarded to the 
applicant, and to the agency, and shall be made available to others upon their 
request. 

(d) The executive director may establish a date of less than sixty (60) days 
for reports on applications that are to be considered for a consent or emergency 
calendar established in accordance with agency rule. Any such rule shall 
provide that, in order to qualify for the consent calendar, an application must 
not be opposed by any person with legal standing to oppose and the application 
must appear to meet the established criteria for the issuance of a certificate of 
need. If opposition is stated in writing prior to the application being formally 
considered by the agency, it shall be taken off the consent calendar and placed 
on the next regular agenda, unless waived by the parties. 


History. : Amendments. 
Acts 2002, ch. 780, § 4; 2010, ch. 1100, § 118; The 2016 amendment inserted “any appli- 
2012, ch. 575, § 1; 2016, ch. 1043, § 14. cable quality measures under § 68-11-1609(b) 


Compiler’s Notes. and” in (a)(5). 
Acts 2016, ch. 1043, § 23 provided that the Effective Dates. 


act, which amended this section, shall apply to Acts 2016, ch. 1043, § 23. July 1, 2016. 
applications filed on or after July 1, 2016. 


68-11-1609. Decision on application. 


(a) The agency shall, upon consideration of an application and review of the 
evaluation and other relevant information: 
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(1) Approve part or all of the application and grant a certificate of need, 
upon any lawful conditions that the agency deems appropriate and enforce- 
able on the grounds that those parts of the proposal appear to meet 
applicable criteria; 

(A) Any condition or conditions that are placed on a certificate of need, 
and that appear on the face of the certificate of need when issued, shall 
also be made a condition or conditions of any corresponding license issued 
by the department of health or department of mental health and sub- 
stance abuse services. Notwithstanding any law to the contrary, any such 
conditions survive the expiration of the certificate of need, and remain 
effective until removed or modified by the agency. Such conditions shall 
become a requirement of licensure and shall be enforced by the respective 
licensing entity; 

(B) The holder of a license or certificate of need that has a condition 

_ placed on it by the agency may: subsequently request that the condition be 

removed or modified, for good cause shown. The agency shall consider the 

request and determine whether or not to remove or modify the condition. 

The procedure for requesting such a determination shall be as provided by 

agency rules. If the holder of the license or certificate of need is aggrieved 

by the agency’s decision, it may request a contested case hearing as 
permitted by this part; 

(2) Disapprove part or all of the application and deny a certificate of need 
on the grounds that the applicant has not affirmatively demonstrated that 
those parts of the proposal meet the applicable criteria; or 

(3) Defer decisions for no more than ninety (90) days to obtain a clarifi- 
cation of information concerning applications properly before the agency, if 
there are no simultaneous review applications being concurrently consid- 
ered by the agency with the deferred application. 

(b) No certificate of need shall be granted unless the action proposed in the 
application is necessary to provide needed health care in the area to be served, 
can be economically accomplished and maintained, will provide health care 
that meets appropriate quality standards and will contribute to the orderly 
development of adequate and effective health care facilities or services. In 
making such determinations, the agency shall use as guidelines the goals, 
objectives, criteria and standards in the state health plan. Until the state 
health plan is approved and adopted, the agency shall use as guidelines the 
current criteria and standards adopted by the state health planning and 
advisory board, and any changes implemented by the planning division 
pursuant to § 68-11-1625. Additional criteria for review of applications shall 
also be prescribed by the rules of the agency. Notwithstanding any other 
provision of this subsection (b), when considering applications for new nursing 
home beds from the one hundred twenty-five (125) bed medicare skilled 
nursing facility (SNF) bed pool authorized in § 68-11-1622, the agency shall 
apply the criteria in this subsection (b). All other applications for new nursing 
home beds shall be governed solely by § 68-11-1621. During each fiscal year 
after June 30, 2020, until June 30, 2025, the agency shall issue no certificates 
of need for new nursing home beds during each fiscal year other than the one 
hundred twenty-five (125) medicare SNF beds per year authorized in § 68-11- 
1622. 


209 HEALTH FACILITIES AND RESOURCES 68-11-1609 


(c) Acertificate of need is valid for a period not to exceed three (8) years for 
hospital and nursing home projects, and two (2) years for all other projects, 
from the date of its issuance and after such time shall expire; provided, 
however, that the agency may, in granting the certificate of need, allow longer 
periods of validity for certificates of need for good cause shown. Subsequent to 
granting the certificate of need, the agency may extend a certificate of need for 
a period upon application and good cause shown, accompanied by a nonrefund- 
able reasonable filing fee, as prescribed by rule. An extension cannot be issued 
to any applicant, unless substantial progress has been demonstrated. A 
certificate of need that has been extended shall expire at the end of the 
extended time period. The decision whether to grant such an extension is 
within the sole discretien of the agency, and is not subject to review, reconsid- 
eration, or appeal. 

(d) Acertificate of need that has expired is null and void, and of no effect. No 
revocation proceeding is required. No license or occupancy approval may be 
issued by the department of health or the department of mental health and 
substance abuse services for any activity for which a certificate of need has 
become null and void. 

(e) The agency’s decision to approve or deny an application shall be final and 
shall not be reconsidered after the adjournment of the meeting in which the 
matter was considered. This subsection (e) does not limit the right to file a 
petition for a contested case hearing pursuant to § 68-11-1610, nor does it 
limit the Uniform Administrative Procedures Act, compiled in title 4, chapter 
5, part 3, pertaining to contested case hearings. 

(f) Written notice of the decision of the agency approving, disapproving, or 
deferring an application, or parts of an application, shall be transmitted to the 
applicant, simultaneous review applicants, the department of health, the 
department of mental health and substance abuse services, the department of 
intellectual and developmental disabilities, and others upon request. 

(g)(1) Subject to subdivision (g)(2), any health care institution wishing to 
oppose a certificate of need application must file a written objection with the 
agency and serve a copy on the contact person for the applicant, not later 
than fifteen (15) days before the agency meeting at which the application is 
originally scheduled. An application for which the agency has received 
opposition shall be designated on the agency’s agenda as an opposed 
application. 

(2) Ahealth care institution or other person may appear before the agency 
and express opposition to an application without complying with the 
requirements of subdivision (g)(1); provided, that if a health care institution 
does not provide notice of its opposition as required by subdivision (g)(1), and 
if such health care institution initiates a contested case pursuant to 
§ 68-11-1610, then such health care institution shall be solely responsible 
for the agency’s costs of the contested case proceeding and shall reimburse to 
the applicant the filing fee paid by the applicant, notwithstanding any other 
law. Noncompliance with subdivision (g)(1) shall not preclude a health care 
institution from intervening in a contested case proceeding initiated by the 
applicant. 

(h) The agency shall maintain continuing oversight over any certificate of 
need that it approves on or after July 1, 2016. Oversight by the agency shall 
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include requiring annual reports concerning continued need and appropriate 
quality measures as determined by the agency. The agency may impose 
conditions on a certificate of need that require the demonstration of compliance 
with continued need and quality measures; provided, that conditions for 
quality measures may not be more stringent than those measures identified by 
the applicant in the applicant’s submitted application. 

(i) If an applicant’s application is denied by the agency, then the applicant 
shall receive on request a refund equal to twenty-five percent (25%) of the 


examination fee for its application. 


History. 

Acts 2002, ch. 780, § 4; 2004, ch. 942, § 6; 
2005, ch. 237, § 1; 2007, ch. 347, § 1; 2009, ch. 
461, § 1; 2010, ch. 1100, §§ 119-121; 2011, ch. 
479, $12 2012; ch: 575, $1; 2013 eh. 81158 Jy 
2014, ch. 874, § 1; 2015, ch. 359, § 1; 2016, ch. 
785 § 1; 2016, ch. 1048, §§ 15-17; 2021)" ch. 
557, §§ 7, 8. 


Compiler’s Notes. 

Acts 2016, ch. 1043, § 23 provided that the 
act, which amended this section, shall apply to 
applications filed on or after July 1, 2016. 


Amendments. 

The 2014 amendment substituted “July 1, 
2014, to June 30, 2015,” for “July 1, 2013, to 
June 30, 2014,” in the last sentence of (b). 

The 2015 amendment substituted “July 1, 
2015, to June 30, 2016,” for “July 1, 2014, to 
June 30, 2015,” in the last sentence of (b). 

The 2016 amendment by ch. 785 rewrote the 
last sentence of (b) which read: “During the 
fiscal year of July 1, 2015, to June 30, 2016, the 


agency shall issue no certificates of need for 
new nursing home beds other than the one 
hundred twenty-five (125) medicare SNF beds 
authorized in § 68-11-1622.” 

The 2016 amendment by ch. 1043 inserted 
“will provide health care that meets appropri- 
ate quality standards,” in the first sentence of 
(b); and added (h) and (i). 

The 2021 amendment substituted “During 
each fiscal year after June 30, 2020, until June 
30, 2025” for “During each fiscal year after 
June 30, 2016, until June 30, 2021” in the last 
sentence of (b); and substituted “not to exceed 
three (3) years for hospital and nursing home 
projects” for “not to exceed three (3) years for 
hospital projects” near the beginning of (c). 


Effective Dates. 
Acts 2014, ch. 874, § 3. July 1, 2014. 
Acts 2015, ch. 359, § 3. July 1, 2015. 
Acts 2016, ch. 785, § 3. July 1, 2016. 
Acts 2016, ch. 1048, § 23. July 1, 2016. 
Acts 2021, ch. 557, § 15. May 26, 2021. 


NOTES TO DECISIONS 


1. Judicial Review. 

Substantial and material evidence existed to 
support the Health Services and Development 
Agency’s decision to issue a certificate of need 
(CON) to a company to acquire and operate a 
linear accelerator. The record of the contested 
case hearing established that both parties pre- 
sented evidence that the linear accelerator, as 
proposed, did not meet the minimum capacity 


or population criteria set forth in the state 
health plan’s guidelines for growth and that the 
company presented evidence to show that, de- 
spite its failure to meet those criteria, the 
linear accelerator was still needed. Covenant 
Health v. Tenn. Health Servs. & Dev. Agency, — 
S.W.3d —, 2016 Tenn. App. LEXIS 257 (Tenn. 
Ct. App. Apr. 14, 2016). 


68-11-1610. Contested case hearings— Petition — Procedure — Arbi- 
tration and mediation alternatives — Orders — Costs. 


(a) Within fifteen (15) days of the approval or denial by the agency of an 
application, any applicant, health care institution that filed a written objection 
in accordance with § 68-11-1609(g)(1), or any other person who objected to the 
application pursuant to § 68-11-1609(¢g)(2), may petition the agency in writing 
for a hearing. Such petition shall be filed with the executive director. Notwith- 
standing any other law, all persons are barred from filing any petition for 
contested case hearing after such fifteen-day period, and the agency shall have 
no jurisdiction to consider any late-filed petition. Upon receipt of a timely 


wat HEALTH FACILITIES AND RESOURCES 68-11-1610 


petition, the agency shall initiate a contested case proceeding as provided in 
this section. At the hearing, no issue may be raised or evidence considered 
concerning the merits of an applicant considered by simultaneous review, 
unless the applicant met the requirements of this part, of concurrent consid- 
eration with the application that is the subject of the hearing. 

(b) The contested case hearing required by this section shall be conducted in 
accordance with the Uniform Administrative Procedures Act, compiled in title 
4, chapter 5, except as otherwise provided in this section. 

(c) Contested cases initiated pursuant to this section shall be heard by an 
administrative law judge sitting alone. Petitions for contested cases received 
by the agency shall be forwarded immediately to the administrative division of 
the secretary of state’s office for assignment to an administrative law judge. 

(d) The administrative law judge to whom a case has been assigned shall 
convene the parties for a scheduling conference within fifteen (15) days of the 
date the petition for contested case is filed. At the scheduling conference, the 
parties shall state their respective positions on the mediation alternative 
described in this section. If the parties are unable to agree on mediation 
alternative, the scheduling order for the contested case adopted by the 
administrative law judge shall establish a schedule that results in a hearing 
completed within one hundred eighty (180) days of the date on which the 
petition for contested case was received by the agency, with the initial order to 
be entered within sixty (60) days of the date the hearing is completed. 
Extensions of time or variances from the scheduling order shall be granted 
sparingly, and only because of unforeseen developments that would cause 
substantial prejudice to a party. 

(e) Initial orders of the administrative law judge in contested cases may be 
appealed in writing to the agency. The agency may decline to hear any appeal. 
If the agency reviews the order, it must do so in accordance with the Uniform 
Administrative Procedures Act. If the agency declines to review the order, the 
requesting party may appeal the order to the Davidson County chancery court 
in accordance with the Uniform Administrative Procedures Act. 

(f) As an alternative to the contested case process described in subsection 
(c), the parties may agree to mediation of the issues raised in the contested 
case. The mediator shall be designated by mutual agreement of the parties. 
The parties may designate a mediator who is not listed as a qualified Supreme 
Court Rule 31 mediator, but such mediator shall observe the standards of 
professional conduct set forth in Appendix A to Supreme Court Rule 31, to the 
extent applicable. The mediator’s fee shall be shared equally among the 
parties, except the state shall not be required to contribute to payment of the 
mediator’s fee. If mediation results in agreement of the parties, such agree- 
ment shall be memorialized in the order terminating the contested case. A 
mediation proceeding under this subsection (f) shall not be subject to the 
scheduling order requirements set forth in subsection (d). 

(g) The general assembly declares the public policy of this state to be that 
certificate of need contested cases should be resolved through mediation, and 
the parties to such proceedings are encouraged to pursue this alternative. 

(h) Judicial review of the agency’s final order in a contested case shall be as 
provided by law. 
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(i) All costs of the contested case proceeding, including the administrative 
law judge’s costs and deposition costs, such as expert witness fees, shall be 
assessed against the losing party in the contested case. If there is more than 
one losing party, the costs shall be divided equally among the losing parties. No 
costs shall be assessed against the agency. 

(j) This section shall govern all contested cases relative to dpptoval or denial 
decisions by the agency. Contested cases initiated with respect to certificate of 
need decisions by the health facilities commission shall be conducted in 
accordance with the Uniform Administrative Procedures Act and not by this 
section. 

(k) If a person, who is not the applicant or the agency, seeks review of a 
decision in a contested case, then that person shall file an appeal fee equal to 
twenty-five percent (25%) of the examination fee for the application that was 
filed in the case. 


Amendments. 
The 2016 amendment added (k). 


History. 
Acts 2002, ch. 780, § 4; 2004, ch. 942, §§ 7- 


12; 2016; ch.11043, 8 18. 
Effective Dates. 
Compiler’s Notes. Acts 2016, ch. 1043, § 23. July 1, 2016. 
Acts 2016, ch. 1048, § 23 provided that the 
act, which amended this section, shall apply to 


applications filed on or after July 1, 2016. 
NOTES TO DECISIONS 


1. Judicial Review. 
Substantial and material evidence existed to 


or population criteria set forth in the state 
health plan’s guidelines for growth and that the 


support the Health Services and Development 
Agency’s decision to issue a certificate of need 
(CON) to a company to acquire and operate a 
linear accelerator. The record of the contested 
case hearing established that both parties pre- 
sented evidence that the linear accelerator, as 


company presented evidence to show that, de- 
spite its failure to meet those criteria, the 
linear accelerator was still needed. Covenant 
Health v. Tenn. Health Servs. & Dev. Agency, — 
S.W.3d —, 2016 Tenn. App. LEXIS 257 (Tenn. 
Ct. App. Apr. 14, 2016). 


proposed, did not meet the minimum capacity 


68-11-1611. Review of progress — Revocation of certificate. 


The agency shall, at least annually, review progress on any project covered 
by an issued certificate of need, and may require a showing by the holder of 
such certificate of substantial and timely progress to implement the project; 
and if, in the opinion of the executive director, such progress is lacking, the 
executive director may present a petition for revocation of the certificate of 
need for the agency’s consideration. The agency may revoke the certificate of 
need based upon a finding that the holder has not proceeded to implement the 
project in a timely manner. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1612. Enjoining violations — Jurisdiction. 


(a) The agency, in addition to the powers and duties expressly granted by 
this part, is authorized and empowered to petition any circuit or chancery 
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court having jurisdiction to enjoin any person who is performing any of the 
actions specified in this part without possessing a valid certificate of need. 

(b) Jurisdiction is conferred upon the circuit and the chancery courts of the 
state to hear and determine such causes as chancery causes, and to exercise 
full and complete jurisdiction in such injunctive proceedings. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1613. Appropriation/expenditures impact statement. 


The division of TennCare or its successor, by the fifteenth of each month, 
shall submit to the chairs of the finance, ways and means committees of the 
senate and the house of representatives and to the office of legislative budget 
analysis a statement reflecting the estimated impact on future state appro- 
priations or expenditures of applications approved by the agency the preceding 
month. 


History. 
Acts 2002, ch. 780, § 4; 2010, ch. 1030, § 16. 


68-11-1614. Independent review and verification of information sub- 
mitted to agency. 


(a) The commissioners of health, mental health and substance abuse 
services, and intellectual and developmental disabilities shall establish polli- 
cies and procedures to ensure independent review and verification of informa- 
tion submitted to the agency in applications, presentations, or otherwise. 

(b) The purpose of such independent review and verification shall be to 
ensure that such information is accurate, complete, comprehensive, timely, 
and relevant to the decision to be made by the agency. 

(c) The policies and procedures shall include, but not necessarily be limited 
to: 

(1) Independent review and verification of such applicant-provided infor- 
mation as to the number of available beds within a region, occupancy rates, 
the number of individuals on waiting lists, the demographics of a region, the 
number of procedures, as well as any other critical information submitted or 
requested concerning an application; and 

(2) Staff examinations of data sources, data input, data processing, and 
data output, as well as verification of critical information through review 
procedures, to include one (1) or more of the following: 

(A) Analytical review; 

(B) Tests for information on a sample basis by tracing facts to sources; 

(C) Tests of all information provided, if necessary; 

(D) Critical assessment of data sources, including the appropriateness 
of the sources; and 

(E) Examination of the basis for projections of need, costs and available 
health services. 
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History. 
Acts 2002, ch. 780, § 4; 2010, ch. 1100, § 122; 
2012, ch. 575, § 2. 


68-11-1615. Independent review and verification of information for 
joint annual report. 


The commissioners of health, mental health and substance abuse services, 
and intellectual and developmental disabilities shall establish policies and 
procedures to ensure independent review and verification of information 
submitted by health care providers for inclusion in the joint annual report. 


History. 
Acts 2002, ch. 780, § 4; 2010, ch. 1100, § 123; 
2012; ch. 575, '§ °2. 


68- 11-1616. Written documentation and explanation for grant or de- 
nial of certificate of need. 


Each decision rendered by the health services and development agency shall 
include written documentation and explanation of the factual and legal basis 
upon which the agency grants or denies the certificate of need. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1617. Violations — Penalties. 


(a) The agency has the power and authority, after notice and an opportunity 
for a hearing, to impose a civil monetary penalty against any person who 
performs, offers to perform, or holds such person out as performing any activity 
for which a certificate of need is required, without first obtaining a valid 
certificate of need. 

(b) A civil penalty proceeding shall be initiated by the executive director of 
the agency with the filing of a petition with the agency. The proceeding shall be 
conducted as a contested case hearing in accordance with the Uniform 
Administrative Procedures Act, compiled in title 4, chapter 5, part 3. 

(c) The civil penalty shall be in an amount not less than one hundred dollars 
($100) nor more than five hundred dollars ($500) per day of continued activity 
or operation. Once a civil penalty has been imposed, the violator shall have the 
burden of submitting verifiable evidence satisfactory to the agency that the 
violator has discontinued the activity for which the civil penalty was imposed. 
The penalty shall begin to accrue on the date the agency notified the violator 
of such violation or violations, and shall continue to accrue until such evidence 
of discontinuance is received at the agency office. 

(d) Any appeal of a final order imposing a civil penalty shall be conducted in 
accordance with the Uniform Administrative Procedures Act. 

(e) In determining whether to impose a civil penalty and the amount of the 
penalty, the agency may consider the following factors: 

(1) The economic benefits gained from the activities in question. The 
agency does not have to show that the violator would not have been granted 

a certificate of need had one been sought; 


215 HEALTH FACILITIES AND RESOURCES 68-11-1619 


(2) Whether the civil penalty and the amount of the penalty, will be a 
substantial economic deterrent to the violator and others; 

(3) The circumstances leading to the violation, and whether the violator 
had notice that the activity was in violation of the certificate of need laws or 
agency regulations; 

(4) The financial resources of the violator, and the violator’s ability to pay 
the penalty; and 

(5) The failure to meet a quality standard applicable to the violator. 


History. Amendments. 
Acts 2002, ch. 780, § 4; 2004, ch. 942, § 13; The 2016 amendment added (e)(5). 


2016, ch. 10438, § 19. 
Effective Dates. 


Compiler’s Notes. Acts 2016, ch. 1043, § 23. July 1, 2016. 
Acts 2016, ch. 1048, § 23 provided that the 


act, which amended this section, shall apply to 
applications filed on or after July 1, 2016. 


68-11-1618. Change of ownership — Notice to agency. 


Notice must be made to the agency of change of ownership occurring within 
two (2) years of the date of the initial licensure of a health care institution. 
Notice must be made within thirty (30) days of the change of ownership and 
must include documentation of the commitment from the subsequent owner to 
comply with all conditions placed on the original certificate of need, and on the 
license, pursuant to this part. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1619. Revocation of certificate of need — Grounds. 


In addition to any other grounds for revocation provided by other statutes, 
rule of law, or equity, the agency has the power to revoke a certificate of need 
whenever any of the following has occurred: 

(1) The holder of a certificate of need has not made substantial and timely 
progress toward the completion of the project or acquisition of the 
equipment; 

(2) The acquisition or project as described in the person’s application has 
been changed or altered in such a manner as to significantly deviate from the 
acquisition or project approved by the agency when the certificate of need 
was granted; 

(3) The decision to issue a certificate of need was based, in whole or in 
part, on information or data in the application which was false, incorrect, or 
misleading, whether intentional or not; 

(4) The holder of the certificate of need has committed fraud in obtaining 
the certificate of need or has committed fraud upon the agency after the 
certificate of need was issued. For purposes of this section, “fraud” means 
any form of deceit, trickery, misrepresentation, or subterfuge, including, but 
not limited to, any of the following actions: 
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(A) Making a knowingly false statement, orally or in writing, in 
connection with a certificate of need application or project subject to the 
jurisdiction of the agency; 

(B) Intentionally withholding or suppressing information that the per- 
son knows, or reasonably should know, is relevant to a certificate of need 
application or project subject to the jurisdiction of the agency; or 

(C) Altering, forging, or otherwise modifying, with fraudulent intent, 
any doeument submitted to the agency in connection with any certificate 
of need application or project subject to the jurisdiction of the agency; or 
(5) The violation of any condition placed upon a certificate of need by the 

agency, prior to licensure by the department of health or department of 
mental health and substance abuse services. 


History. 
Acts 2002, ch. 780, § 4; 2010, ch. 1100, my 124; 
2012, ch. 575, § 1. 


68-11-1620. Nonlait sepa of certificate of need. 


(a) Except as provided in this section, the transfer of a certificate of need 
shall render the certificate of need and all rights under it null and void. As used 
in this section, “transfer” means any sale, assignment, lease, conveyance, 
purchase, grant, donation, gift or any other direct or indirect transfer of any 
nature whatsoever of a certificate of need; provided, that nothing in this 
section shall prohibit the transfer of a certificate of need, other than a 
certificate of need for the establishment of a new health care institution, if the 
certificate of need is transferred as part of the transfer of ownership of an 
existing health care institution. 

(b)(1) With regard to a certificate of need for the establishment of a proposed 

new health care institution, a change of control of the entity prior to 

completion or licensing shall render the certificate of need and all rights 
under it null and void. “Change of control” means: 

(A) In the case of a partnership, the termination of interest of a general 
partner; 

(B) In the case of a limited liability company or limited liability 
partnership, a change in the composition of members or partners to the 
extent that the management or membership control is different than that 
described in the certificate of need application; and 

(C) In the case of a corporation, the termination of interest of a 
shareholder or shareholders controlling more than fifty percent (50%) of 
the outstanding voting stock of the corporation. 

(2) Nothing in subdivision (b)(1) shall prohibit change of control as 
described in subdivision (b)(1), if the agency determines, upon petition of the 
prospective owner or owners of the entity, that such prospective owner or 
owners demonstrate that they meet the criteria of economic: feasibility, 
contribution of orderly development and the considerations of § 68-11-1605. 
(c) Acertificate of need, and the rights under the certificate of need, shall be 

null and void if it is the subject of a development contract or agreement to sell 
or lease the facility that was not fully disclosed in the application. 
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History. 
Acts 2002, ch. 780, § 4. 
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NOTES TO DECISIONS 


1. License. 

Local home health care provider operated 
through a hospital’s license and Certificate of 
Need, but that was prohibited under the state’s 
regulations, and the hospital could not delegate 
responsibilities to the local provider under 


T.C.A. § 68-11-1620; although this was “im- 
proper means,” there were questions of fact 
regarding tortious interference. Act for Health 
v. Case Mgmt. Assocs., — F. Supp. 2d —, 2014 
U.S. Dist. LEXIS 185287 (E.D. Tenn. Mar. 17, 
2014). 


68-11-1621. Certificates of need — Criteria. 


(a) Notwithstanding the state health plan or any regulation of the agency, 
this section establishes the criteria for issuance of certificates of need for new 
nursing home beds regardless of site, including conversion of any beds to 
licensed nursing home beds. The agency is authorized to grant a certificate of 


need only if the applicant meets all of the requirements of this section. 
(b) The first criterion which must be met is the need for the project: 
(1)(A) The need for nursing home beds shall be determined by applying the 
following population-based methodology: 


County bed need = 


.0004 times population of the county 
sixty-five (65) years of age and 
under; plus, 

0.01 x population age 65-74; plus, 
0.04 x population age 75-84; plus, 
0.15 x population age 85 and over. 


(B) When applying this bed need formula, the agency shall use the 
formula in effect at the time of initial consideration of an application, 
rather than a formula in effect at the time of application. County 
population statistics shall be based upon official statistics provided by the 


department of health; 


(2) The need for nursing home beds shall be projected two (2) years into 
the future from the current year; and 

(3) The actual bed need shall be derived by subtracting the projected bed 
need from a bed total comprised of the number of nursing home beds licensed 
in the county, plus certificate of need approved, but yet unlicensed beds. 
(c) The second criterion that must be met is economic feasibility: 

(1) The application must show, and the agency must find, that the project 
will meet or exceed the following parameters: 

(A) A debt service coverage ratio greater than or equal to 1.25 by the 
end of the second year of projection. Debt service coverage ratio is net 
income before depreciation and interest expense divided by the annual 


debt service; 


(B) Acurrent ratio greater than or equal to 1.25 by the end of the second 
year of projections. Current ratio is current assets divided by current 


liabilities; 
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(C) Day’s cash on hand greater than or equal to fifteen (15) days at the 
end of each year of projection. Day’s cash on hand is cash plus equivalents 
divided by net operating expenses per day minus depreciation per day; and 

(D) Long term debt as a percent of total capital less than or equal to 
ninety percent (90%). Long term debt as a percent of total capital is long 
term debt divided by long term debt plus shareholders’ equity or fund 
balance; and 
(2) The applicant must show, and the agency must evaluate, the project 

with reference to: 

(A) Whether sufficient financial resources are available to implement 
and operate the project including levels of patient charges and proof of 
potential capital financing; 

(B) The long range amortization of the project, plus any cost associated 
with the original building if the proposed project is an addition or 
conversion of current space; -. 

(C) Acomparison of the cost of similar projects, including any construc- 
tion costs, during the preceding year; and 

(D) Projection of total costs over the expected life of facility. 

(d) When considering simultaneous review of two (2) or more applications 
for nursing home beds in the same county, the agency shall consider the 
following criteria in addition to need and economic feasibility: 

(1) Any unique qualities or characteristics the application exhibits that 
distinguish it from other nursing homes, in the form of clientele served or 
services offered; 

(2) The extent to which each project proposes to meet any unmet needs of 
the area’s population; and 

(3) The comparative costs of the projects. In simultaneous review appli- 
cations, the focus shall be more on comparing the cost to the patient or 
payment source than a comparison of per bed or per square foot costs. 

(e) The agency shall not approve the settlement of an appeal of the denial or 
issuance of a certificate of need, if such settlement approves a project that does 
not meet the requirements of this section. 

(f) For the purposes of this section and § 68-11-1622, the term “new nursing 
home beds” shall not include nursing home beds that are relocated from an 
existing licensed nursing home to a partial replacement nursing home facility 
on a different site, if the following requirements are met: 

(1) A certificate of need is issued for the relocation of the beds, pursuant 
to § 68-11-1607(a)(3)(D), and for a partial replacement nursing home facility 
pursuant to § 68-11-1607(a)(5). If all of the requirements of subdivisions 
(f)(2)-(6) are met, then the relocation of beds and the establishment of the 
partial replacement facility shall not be considered the establishment of a 
new health care institution, pursuant to § 68-11-1607(a)(1), or an increase 
in the number of licensed beds under § 68-11-1607(a)(3)(A); 

(2) The nursing home proposing to relocate the beds and partially replace 
its facility has been granted a certificate of need for a partial replacement 
nursing home facility on its existing site, between April 1, 2004, and 
November 3, 2004; 

(3) The partial replacement nursing home facility will be located in the 
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same county as the nursing home facility sought to be partially replaced; 

(4) The partial replacement nursing home facility and the relocation of 
beds will not cumulatively result in more licensed nursing home beds in the 
county than exist prior to the relocation of beds and partial replacement 
nursing home facility; 

(5) The nursing home facility sought to be partially replaced is not fully 
equipped with fire suppression sprinklers, installation of such sprinklers 
and renovation or replacement of the entire facility on its current site would 
require the displacement or transfer of current patients, and the proposed 
partial replacement nursing home facility will be fully equipped with fire 
suppression sprinklers; and 

(6) The partial replacement nursing home facility will initially be licensed 
to the same owner as the nursing home facility that is sought to be partially 
replaced. Nothing in this subsection (f) shall prohibit the transfer of the 
partial replacement nursing home facility to a different owner following its 
licensure. 


History. 
Acts 2002, ch. 780, § 4; 2005, ch. 445, § 1. 


68-11-1622. Application for medicare skilled nursing facility (SNF) 
beds. 


(a) During each fiscal year after June 30, 2020, until June 30, 2025, the 
agency shall issue no certificates of need for new nursing home beds, including 
the conversion of hospital beds to nursing home beds or swing beds, other than 
one hundred twenty-five (125) beds per fiscal year, to be certified as medicare 
skilled nursing facility (SNF) beds as authorized in this section. 

(b) The number of medicare SNF beds issued under this section shall not 
exceed thirty (30) for each applicant. The applicant shall specify in the 
application the skilled services to be provided and how the applicant intends to 
provide such skilled services. In reviewing applications, the agency shall 
consider the application without regard as to whether the applicant currently 
has medicare SNF beds. Applications for medicare SNF beds under this section 
shall be reviewed by the department and considered by the agency pursuant to 
§ 68-11-1609, rather than § 68-11-1621. If the pool of one hundred twenty-five 
(125) medicare SNF beds created by this section is not depleted prior to June 
30 of the fiscal year, the beds remaining in such pool shall be considered to be 
available to applicants who apply before June 30 of each fiscal year, even 
though review may occur after June 30 of that year. 


History. 

Acts 2002, ch. 780, § 4; 2003, ch. 336, § 1; 
2004, ch. 744, § 1; 2005, ch. 237, §§ 2, 3; 2007, 
ch. 347, § 2; 2009, ch. 461, § 2; 2011, ch. 479, 
§ 2; 2013, ch. 311, § 2; 2014, ch. 874, § 2; 2015, 
ch. 359, § 2; 2016, ch. 785, §, 2; 2021, ch. 557, 
§ 9. 


Amendments. 

The 2014 amendment substituted “July 1, 
2014, to June 30, 2015,” for “July 1, 2013, to 
June 30, 2014,” near the beginning of (a). 


The 2015 amendment substituted “July 1, 
2015, to June 30, 2016,” for “July 1, 2014, to 
June 30, 2015,” near the beginning of (a). 

The 2016 amendment substituted “During 
each fiscal year after June 30, 2016, until June 
30, 2021,” for “During the fiscal year of July 1, 
2015, to June 30, 2016,” at the beginning of (a). 

The 2021 amendment substituted “During 
each fiscal year after June 30, 2020, until June 
30, 2025” for “During each fiscal year after 
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June 30, 2016, until June 30, 2021” at the 
beginning of (a). 


Acts 2015, ch. 359, § 3. July 1, 2015. 
Acts 2016, ch. 785, § 3. July 1, 2016. 


. . 26, 2021. 
Effective Dates. Acts 2021, ch. 557, § 15. May 26, 


Acts 2014, ch. 874, § 3. July 1, 2014. 


68-11-1623. Account for disposition of fees — Budget. 


(a) All fees and civil penalties authorized by this part, with the exception of 
fees established pursuant to § 68-11-1625, shall be paid by the health services 
and development agency or the collecting agency to the state treasurer and 
deposited in the state general fund and credited to a separate account for the 
agency. Fees include, but are not limited to, fees for the application of 
certificates of need, subscriptions, project cost overruns, copying, and contested 
cases. Disbursements from that account shall be made solely for the purpose of 
defraying expenses incurred in the implementation and enforcement of this 
part by the agency. Funds remaining in the account at the end of any fiscal year 
shall not revert to the general fund but shall remain available for expenditure 
in accordance with law. 

(b) The agency shall prescribe fees by rule as authorized by this part. The 
fees shall be in an amount that provides for the cost of administering the 
implementation and enforcement of this part by the agency. Fees prescribed by 
the agency shall be adjusted as necessary to provide that the account is fiscally 
self-sufficient and that revenues from fees do not exceed necessary and 
required expenditures. 


History. 
Acts 2002, ch. 780, § 4; 2004, ch. 942, § 15; 
2008, ch. 1120, § 1; 2016, ch. 1043, § 20. 


Compiler’s Notes. 

Acts 2016, ch. 1043, § 23 provided that the 
act, which amended this section, shall apply to 
applications filed on or after July 1, 2016. 


Amendments. 

The 2016 amendment rewrote the section 
which read: “All fees and civil penalties autho- 
rized by this part, with the exception of fees 
established pursuant to § 68-11-1625, shall be 
paid by the health services and development 
agency or collecting agency to the state trea- 
surer and deposited in the general fund. Fees 


include, but are not limited to, fees for the 
application of certificates of need, subscrip- 
tions, project cost overruns, copying and con- 
tested cases. It is also the intent of the general 
assembly that, for the fiscal year 2004-2005, all 
funds accumulated and collected as authorized 
by § 68-11-1625, for the state health planning 
and advisory board, shall transfer to the state 
division of health planning in the department 
of finance and administration for the purpose of 
implementation and development of the state 
health plan and to further the purposes and 
operation of the division.” 


Effective Dates. 
Acts 2016, ch. 1043, § 23. July 1, 2016. 


68-11-1624. Participation by local governing body in hearing for cer- 
tificate of need application. 


At a hearing conducted by the agency for a certificate of need application, if 
a local governing body requests to participate in such hearing, the officials of 
such governing body shall have the opportunity to appear before the agency 
and express support or opposition to the granting of a certificate of need to the 
applicant. The testimony of such officials shall be informational and advisory 
to the agency, and the support of the local governing body shall not be a 
requirement for the granting of a certificate of need by the agency. 
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History. of need application” for “nonresidential substi- 
Acts 2002, ch. 780, § 4; 2011, ch. 494, § 5; _tution-based treatment center for opiate addic- 

2015, chs 505, $°3. tion” in the first sentence. 

Amendments. Effective Dates. 


The 2015 amendment substituted “certificate Acts 2015, ch. 505, § 4. May 20, 2015. 


68-11-1625. State health planning division of the department of fi- 
nance and administration. 


(a) There is created the state health planning division of the department of 
finance and administration. It is the purpose of the planning division to create 
a state health plan that is evaluated and updated at least annually. The plan 
shall guide the state in the development of health care programs and policies 
and in the allocation of health care resources in the state. 

(b) It is the policy of the state of Tennessee that: 

(1) Every citizen should have reasonable access to emergency and pri- 
mary care; 

(2) The state’s health care resources should be developed to address the 
needs of Tennesseans while encouraging competitive markets, economic 
efficiencies and the continued development of the state’s health care 
industry; 

(3) Every citizen should have confidence that the quality of health care is 
continually monitored and standards are adhered to by health care provid- 
ers; and 

(4) The state should support the recruitment and retention of a sufficient 
and quality health care workforce. 

(c) The planning division shall be staffed administratively by the depart- 
ment of finance and administration in a manner that the department deems 
necessary for the performance of the planning division’s duties and responsi- 
bilities, which may include contracting for the services provided by the division 
through a private person or entity. 

(d) The duties and responsibilities of the planning division include: 

(1) To develop and adopt a state health plan, which must include, at a 
minimum, guidance regarding allocation of the state’s health care resources; 

(2) To submit the state health plan to the health services and development 
agency for comment; 

(3) To submit the state health plan to the governor for approval and 
adoption; 

(4) To hold public hearings as needed; 

(5) To review and evaluate the plan at least annually; 

(6) To respond to requests for comment and recommendations for health 
care policies and programs; 

(7) To conduct an ongoing evaluation of Tennessee’s resources for acces- 
sibility, including, but not limited to, financial, geographic, cultural, and 
quality of care; 

(8) To review the health status of Tennesseans as presented annually to 
the planning division by the department of health, the department of mental 
health and substance abuse services, and the department of intellectual and 
developmental disabilities; 
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(9) To review and comment on federal laws and regulations that influence 
the health care industry and the health care needs of Tennesseans; 

(10) To involve and coordinate functions with such state entities as 
necessary to ensure the coordination of state health policies and programs in 
the state; 

(11) To prepare an annual report for the general assembly and recom- 
mend legislation for their consideration and study; and 

(12) To establish a process for timely modification of the state health plan 
in response to changes in technology, reimbursement and other develop- 
ments that affect the delivery of health care. 

(e) The planning division shall succeed the state health planning and 
advisory board, which shall terminate effective June 30, 2004. The planning 
division shall become the owner of all information, files, materials, research, 
and other documents in the possession of the state health planning and 
advisory board and any of its subcommittees on July 1, 2004, and all such 
information and materials shall be physically or electronically transferred to a 
person or entity designated by the commissioner of finance and administration 
on or before July 1, 2004. The state health plan developed by the state health 
planning and advisory board and in existence as of July 1, 2004, shall be 
adopted by the planning division as the current state health plan until a new 
state health plan is developed by the planning division. The planning division 
is authorized to review and implement any changes to the state health plan 
recommended by the state health planning and advisory board or any of its 
subcommittees, in its discretion. 

(f) A separate account is authorized to provide support for the state health 
planning division of the department of finance and administration. The 
following schedule of fees from health care providers shall be collected 
annually and administered by the department of finance and administration. 
The account shall be used for other services required to fulfill the duties of the 
state health planning division of the department of finance and administra- 
tion. All planning staff shall be hired by and under the direction of the 
commissioner of finance and administration. The following schedule shall 


apply: 

(1) Residential hospice" yn 897.03, Raa, 2 eA, $100 per license; 
(2) Nursing ROmes i)... ci> an niu e nani o's ss) cee $100 per license; 
(3) Hospitals’ 15100 bedsiiid. of ee, AR a $100 per license; 
(4): Hospitals 101-200 beds geweer 20s si ca eee $200 per license; 
(5) Hospitals 201% beds 2. VRE, ON a $300 per license; 
(6) Ambulatory surgical treatment centers .............. $100 per license; 
(7) Outpatient diagnostic centers ..............cc cece eee ee $100 per license; 
(8) Home care organizations authorized to provide 

home health services or hospice services ..............00000: $100 per license; 
(9) \Birthing ‘centers'y ieee ihn ce Mae eee Mery ae $50 per license; 
(10) Nonresidential substitution-based treatment centers for opiate ad- 

CICK OMI ia. eas HST hey cecal an CN Ni rahe i AE eee ia ta $75 per license; 
(11) Mental health hospitals 1-100 beds .................. $100 per license; 
(12) Mental health hospitals 101+ beds .................. $200 per license; 


(13) Mental health residential treatment facilities ..... $100 per license; 
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(14) Intellectual disability institutional habilitation 
PACTES ieee Arena meats es: cst Syed eat ee: $100 per license. 


History. ch. 158, § 40; 2011, ch. 494, § 6; 2012, ch. 575, 
Acts 2002, ch. 780, § 4; 2003, ch. 392, §§ 1-4; § 1. 
2004, ch. 942,§ 14; 2010, ch. 1100, § 125; 2011, 


68-11-1626. Meeting for organizational and other purposes — Admin- 
istration of certificate of need process. 


After appointment of the health services and development agency members 
pursuant to this part, the members shall meet as soon as practicable for 
organizational and other purposes. It is the intent of the general assembly that 
the agency shall be fully and solely responsible for administration of the 
certificate of need process on July 1, 2002. Jurisdiction of the agency over the 
certificate of need process shall be effective simultaneously with the cessation 
of the health facilities commission, and there shall be no period in which a 
certificate of need is not required for the actions set forth in § 68-11-1607. 


History. 
Acts 2002, ch. 780, § 4. 


68-11-1627. Replacement facility applications — Certificates of need 
for nursing home beds. 


(a) A replacement facility application is any application that proposes to 
replace one (1) or more currently licensed nursing homes with one (1) single 
licensed nursing home. 

(b) Any application or portion of a replacement facility application that does 
not increase the number of licensed beds over the number of beds in the 
existing facility or facilities being replaced shall be reviewed by the depart- 
ment and considered by the agency pursuant to the criteria in § 68-11-1609(b), 
and shall not be considered new nursing home beds. In reviewing the 
application, the agency shall give preference to projects that propose replace- 
ment facilities because of building or life safety standard issues. The criteria of 
§§ 68-11-1621 and 68-11-1622 shall not apply to replacement facility applica- 
tions. 

(c) If a replacement facility application seeks to increase the number of 
licensed beds over the number of beds in the existing facility or facilities being 
replaced, that portion of the application that increases the number of beds 
must comply with § 68-11-1622, and shall be considered new nursing home 
beds. The remaining part of the application relative to the replacement of the 
facility or facilities shall be reviewed by the department and considered under 
the criteria set out in subsection (b). In reviewing such an application, the 
agency shall give preference to projects that propose replacement facilities 
because of building or life safety standard issues. 

(d) With regard to a certificate of need to replace a nursing home that has 
ceased operations, the original facility is not required to maintain its license 
after the certificate of need has been approved for the replacement facility. 


68-11-1628 


History. 
Acts 2005, ch. 385, § 1; 2008, ch. 844, § 1; 
2008, ch. 1089, § 1. 


68-11-1628. [Repealed.] 


History. 

Acts 2008, ch. 1089, § 2; 2009, ch. 51, § 1; 
2013, ch. 234+§ 1; repealed by Acts 2021, ch. 
557, § 10, effective May 26, 2021. 


Compiler’s Notes. 
Former § 68-11-1628 (Acts 2008, ch. 1089, 


68-11-1629. [Repealed.] 


History. 
Acts 2009, ch. 52, § 1; repealed by Acts 2021, 
ch. 557, § 11, effective May 26, 2021. 


Compiler’s Notes. 
Former § 68-11-1629 (Acts 2009, ch. 52, § 1), 
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§2;) 2009, eh 151, $91 2018, eh Zoaisay: 
concerned the requirements and certification 
for relocation of beds. 


concerned the conditions for relocation of beds 
by an existing licensed and operating nursing 
home. 


68-11-1630. Delegation of authority to the department to issue new 
license to successor owner. 


With regard to a health care facility that has been the subject of a change of 


control as defined by regulation, the board in its discretion may delegate to the 
department the authority to issue a new license to the successor owner; 
provided, however, that the delegation of the authority shall be limited to 


circumstances where: 


(1) The successor owner meets the qualifications for a license; 
(2) The health care facility has no outstanding license or certification 


deficiencies; and 


(3) The successor owner already owns or controls at least one (1) other 


health care facility in the state. 


History. 
Acts 2009, ch. 323, § 1. 


68-11-1631. [Repealed.] 


History. 

Acts 2012, ch. 618, § 1; 2014, ch. 653, § 1; 
repealed by Acts 2021, ch. 557, § 12, effective 
May 26, 2021. 


Compiler’s Notes. 
Former § 68-11-1631 (Acts 2012, ch. 618, 


68-11-1632. [Repealed.] 


History. 
Acts 2016, ch. 602, § 1; repealed by Acts 
2021, ch. 557, § 13, effective May 26, 2021. 


Compiler’s Notes. 
Former § 68-11-1632 (Acts 2016, ch. 602, 


§ 1; 2014, ch. 653, § 1), concerned the qualified 
partial relocation of certain nursing home fa- 
cilities. 


§ 1), concerned the qualified divided relocation 
of nursing home facilities. 


225 HEALTH FACILITIES AND RESOURCES 68-11-1601 


68-11-1633. Development of measures for assessing quality of entities 
receiving certificate of need — Failure to meet quality 
measures — Penalties. 


(a) In consultation with the state health planning division and the board for 
licensing healthcare. facilities or the department of mental health and sub- 
stance abuse services, whichever is appropriate, and subject to § 68-11- 
1609(h) the agency shall develop measures by rule for assessing quality for 
entities that, on or after July 1, 2016, receive a certificate of need under this 
part. In developing quality measures, the agency may seek the advice of 
stakeholders with respect to certificates of need for specific institutions or 
services. 

(b) If the agency determines that an entity has failed to meet the quality 
measures developed under this section, the agency shall refer that finding to 
the board for licensing healthcare facilities or the department of mental health 
and substance abuse services, whichever is appropriate, for appropriate action 
on the license of the entity under part 2 of this chapter. 

(c) If the agency determines that an entity has failed to meet any quality 
measure imposed as a condition for a certificate of need by the agency, the 
agency may impose penalties pursuant to § 68-11-1617 or revoke a certificate 
of need pursuant to § 68-11-1619. 


History. act, which enacted this section, shall apply to 
Acts 2016, ch. 1043, § 21. applications filed on or after July 1, 2016. 
Compiler’s Notes. Effective Dates. 


Acts 2016, ch. 1043, § 23 provided that the Acts 2016, ch. 1043, § 23. July 1, 2016. 


68-11-1634. [Repealed.] 


History. § 1), concerned the relocation of nursing home 
Acts 2019, ch. 324, § 1; repealed by Acts beds. 
2021, ch. 557, § 14, effective May 26, 2021. 


Compiler’s Notes. 
Former § 68-11-1634 (Acts 2019, ch. 324, 


PART 16 


TENNESSEE HEALTH SERVICES AND PLANNING ACT 
OF 2021 
[EFFECTIVE ON OCTOBER 1, 2021. SEE THE VERSION 
EFFECTIVE UNTIL OCTOBER 1, 2021.] 


68-11-1601. Short title. [Effective on October 1, 2021] 


This part is known and may be cited as the “Tennessee Health Services and 
Planning Act of 2021.” 


68-11-1602 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, 8§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-8; 2005, ch. 385, 
§ 1; 2005, ch.445, 9) 1; 2007, ch. 347,38 J, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1;2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
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40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 181, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653; § 1; 2014; ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1602. Part definitions. en 3G on October 1, 2021] 


As used in this part: 


(1) “Agency” and “health services and development agency” mean the 


agency created by this part to develop the criteria and standards to guide the 
agency when issuing certificates of need; to conduct studies related to health 
care, including needs assessments; and to administer the certificate of need 
program and related activities; 

(2) “Certificate of need” means a permit granted by the health services and 
development agency to a person for those services specified as requiring a 
certificate of need under § 68-11-1607 at a designated location; 

(3) “Conflict of interest” means a matter before the agency in which the 
member or employee of the agency has a direct interest or indirect interest 
that is in conflict or gives the appearance of conflict with the discharge of the 
member’s or employee’s duties; 

(4) “Department” means the department of health; 

(5) “Direct interest” means a pecuniary interest in the persons involved in 
a matter before the agency, and applies to the agency member or employee, the 
agency member’s or employee’s relatives, or an individual with whom or 
business in which the member or employee has a pecuniary interest. As used 
in this subdivision (5), “relative” means a spouse, parent, child, stepparent, 
stepchild, grandparent, grandchild, brother, sister, half-brother, half-sister, 
aunt, uncle, niece, or nephew by blood, marriage, or adoption; 

(6) “Ex parte communications” means communications in violation of 
§ 4-5-304 or § 68-11-1607(d); 

(7) “Facility” means real property owned, leased, or used by a healthcare 
institution for any purpose, other than as an investment; 

(8) “Health service” means clinically related services, such as diagnostic, 
treatment, or rehabilitative services, and includes those services specified as 
requiring a certificate of need under § 68-11-1607; 

(9) “Healthcare institution”: 

(A) Means an agency, institution, facility, or place, whether publicly or 
privately owned or operated, that provides health services and that is one 
(1) of the following: 

(i) A nursing home; 
(ii) A hospital; 
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(iii) An ambulatory surgical treatment center; 

(tv) An intellectual disability institutional habilitation facility; 

(v) A home care organization, or a category of service provided by a 
home care organization for which authorization is required under part 2 
of this chapter; 

(vi) An outpatient diagnostic center; 

(vii) A rehabilitation facility; 

(viii) A residential hospice; or 

(ix) A nonresidential substitution-based treatment center for opiate 
addiction; and 
(B) Does not include: 

(i) A ground ambulance; 

(ii) A home for the aged; 

(iii) A premises occupied exclusively as the pp oe practice office 
of a: 

(a) Physician licensed pursuant to title 63, chapter 6, part 2 or title 

63, chapter 9; or 

(b) Dentist licensed by this state and controlled by the physician or 
dentist; 

(iv) An administrative office building of a public agency related to 
healthcare institutions; 

(v) A Christian Science sanatorium operated, or listed and certified, 
by the First Church of Christ Scientist, Boston, Massachusetts; 

(vi) A mental health residential treatment facility; or 

(vit) A mental health hospital; 

(10) “Home care organization” means an entity licensed as such by the 
department that is staffed and organized to provide “home health services” or 
“hospice services,” as defined by § 68-11-201, to patients in either the patient’s 
regular or temporary place of residence; 

(11) “Indirect interest” means a personal interest in the persons involved in 
a matter before the agency that is in conflict with the discharge of the agency 
member’s or employee’s duties; 

(12) “Letter of intent” means the form prescribed by the agency that 
requires a brief project description, location, estimated project cost, owner of 
the project, and description of services to be performed; 

(13) “Licensed beds” means the number of beds licensed by the agency 
having licensing jurisdiction over the facility in which the beds are located; 

(14) “Needs assessment” means an annual report that measures access to 
health care in this state, particularly as to emergency and primary care; 
identifies access gaps; and serves to inform the criteria and standards for the 
issuance of certificates of need; 

(15) “Nonresidential substitution-based treatment center for opiate addic- 
tion” includes, but is not limited to, stand-alone clinics offering methadone, 
products containing buprenorphine such as Subutex and Suboxone, or 
products containing any other formulation designed to treat opiate addiction 
by preventing symptoms of withdrawal; 

(16) “Nursing home” has the same meaning as defined in § 68-11-201; 

(17) “Nursing home bed” means: 
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(A) A licensed bed within a nursing home, regardless of whether the bed 
is certified for medicare or medicaid services; and 
(B) A bed at a healthcare institution used as a swing bed under 42 C.FE-R. 


§ 485.645; 


(18) “Patient” includes, but is not limited to, a person who has an acute or 
chronic physical or mental illness or injury; who is convalescent, infirm, or 
has an intellectual or physical disability; or who is in need of obstetrical, 
surgical, ‘medical, nursing, psychiatric, or supervisory care; 

(19) “Pediatric patient” means a patient who is fourteen (14) years of age or 


younger; 
(20) “Person”: 


(A) Means an individual, a trust or an estate, a firm, a partnership, an 
association, a stockholder, a joint venture, a corporation or other form of 
business organization, the state of Tennessee and its political subdivisions 

~ or parts of political subdivisions, and any combination of persons specified 
in this subdivision (20), public or private; and 

(B) Does not include the United States or an agency or instrumentality 
of the United States, except in the case of voluntary submission to the rules 


established pursuant to this part; 


(21) “Planning division” and “state health planning division” mean the 
state health planning division of the department, which is created by this 
part to develop the state health plan and conduct other related studies; 

(22) “Rehabilitation facility” means an inpatient or residential facility 
that is operated for the primary purpose of assisting in the rehabilitation of 
physically disabled persons through an integrated program of medical and 
other services that is provided under professional supervision; 

(23) “Review cycle” means the timeframe set for the review and initial 
decision on applications for certificate of need applications that have been 
deemed complete, with the fifteenth day of the month being the first day of the 


review cycle; and 


(24) “State health plan” means the plan that is developed by the state 
health planning division pursuant to this part. 


History. 
Acts’ 2021, cho5577¢ 971. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 3238, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2018, 
ch. 131, §§ 1-5;.2018, ch» 234, §°1; 2014; ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 
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68-11-1603. Policy. [Effective on October 1, 2021] 


It is declared to be the public policy of this state that the establishment and 
modification of healthcare institutions, facilities, and services must be accom- 
plished in a manner that promotes access to necessary, high quality, and 
cost-effective services for the health care of the people of this state. To this end, 
this section applies equitably to all healthcare entities, regardless of ownership 


or type, except those owned and operated by the United States government. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2005, ¢h..90, § 22003, ch,336, § , 1: 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, $ 4: )2004,. che- 744,751; 2004; ‘ch, 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
94-2005, ch, 445; $1 2007rch. 347, §$ 1, 2: 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch."1100;"8$ 41 7-125;-2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012 chs aionse lL, 232012, ch. 618, 1; 2013, 
ch. 1329s) 1-5; 2013, ch, 2347 $1; 2014, ch. 
6531915 2014) chs 874, 8$ 1, 2; 2015; ch, 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 10438, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1604. Health services and development agency — Creation — 
Composition — Appointments — Terms — Compensation 
— Officers — Meetings — Conflict of interest. [Effective on 


October 1, 2021] 


(a) There is created a health services and development agency that has 
jurisdiction and powers relating to the certificate of need program; the devel- 
opment of the criteria and standards to guide the agency when issuing 
certificates of need; conducting of studies related to health care, which must 
include a needs assessment; and related reporting of healthcare institutions 


subject to this chapter. 


(b)(1) The agency consists of eleven (11) members, including: 
(A) The comptroller of the treasury, or an employee of the office of the 
comptroller of the treasury designated by the comptroller; 
(B) The state director of TennCare, or its successor, or an employee of the 
division of TennCare, or its successor, designated by the director; 
(C) The commissioner of commerce and insurance, or an employee of the 
department of commerce and insurance designated by the commissioner; 
(D) One (1) consumer member appointed by the speaker of the senate; 
(EZ) One (1) consumer member appointed by the speaker of the house of 


representatives; and 


(F) Six (6) members appointed by the governor, to include: 

(i) One (1) person who has recent experience as an executive officer of 
a hospital or hospital system who may be appointed from lists of 
qualified persons submitted by interested hospital groups, including, but 
not limited to, the Tennessee Hospital Association; 
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(ii) One (1) representative of the nursing home industry who may be 
appointed from lists of qualified persons submitted by interested health- 
care groups, including, but not limited to, the Tennessee Health Care 
Association; 

(iii) One (1) duly licensed physician who may be appointed from lists 
of qualified persons submitted by interested medical groups, including, 
but not limited to, the Tennessee Medical Association; 

(iv} One (1) representative of the home care industry who may be 
appointed from lists of qualified persons submitted by interested home 
care groups, including, but not limited to, the Tennessee Association for 
Home Care. The initial term for the home care industry representative is 
two (2) years. Upon the expiration of that term, the home care industry 
representative is appointed for a three-year term pursuant to subsection 
(c); 

(v) One (1) consumer member; and 

(vi) One (1) representative of the ambulatory surgical treatment center 
industry. 

(2) The governor shall consult with interested groups, including, but not 
limited to, the organizations listed in subdivision (b)(1) to determine qualified 
persons to fill positions with the agency. 

(3) In making appointments to the health services and development 
agency, the governor and the speakers shall strive to ensure that racial 
minorities, females, persons sixty (60) years of age and older, and the three (3) 
grand divisions are represented. 

(4) The consumer members must be persons who are knowledgeable of 
health needs and services and who are further knowledgeable by training or 
experience in healthcare facility design or construction, financing of health- 
care services or construction, reimbursement of healthcare services, or general 
healthcare economics. The consumer members shall not be a direct provider 
of healthcare goods or services. 

(c)(1) A member of the agency shall not serve beyond the expiration of the 
member’s term, whether or not a successor has been appointed by the governor 
or the speakers of the senate and the house of representatives. 

(2) Except for the comptroller of the treasury, the commissioner of com- 
merce and insurance, and the director of TennCare, or their respective 
designees, agency members are appointed for three-year terms, and a member 
shall not serve more than two (2) consecutive three-year terms. 

(3) If a member is absent from three (3) consecutive, regularly scheduled 

public meetings of the agency, then the individual’s membership is automati- 
cally terminated, and the position is considered as vacant. 
(d)(1) Each member of the agency shall receive fifty dollars ($50.00) per diem 
when actually engaged in the discharge of the member’s official duties, and in 
addition, shall be reimbursed for all travel and other necessary expenses. 
However, agency members who are state employees shall not receive per diem, 
but must be reimbursed for all travel and other necessary expenses. 

(2) Expenditures must be claimed and paid in accordance with the 
comprehensive travel regulations as promulgated by the department of 
finance and administration, and approved by the attorney general and 
reporter. 
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(e)(1) At the first meeting in each fiscal year, the agency shall elect officers. The 
chair of the agency must be a consumer member to serve a term of two (2) 
years. A member of the agency may serve as vice chair, which is a term of one 
(1) year. A member shall not serve two (2) consecutive terms as vice chair. 

(2) Meetings of the agency must be held as frequently as its duties may 
require. 

(3) Six (6) members constitute a quorum, but a vacancy on the agency does 
not impair its power to act. 

(4) An action of the agency is not effective unless the action is concurred in 
by a majority of agency members present and voting. 

(5) In the event of a tie vote, the action is considered disapproved. 

(6) The agency shall record by name the votes taken on all actions of the 
agency. ! 
(7)(A) All agency members shall annually review and sign a statement 
acknowledging the statute, rules, and policies concerning conflicts of 
interest. | 

(B)@) A member, upon determining that a matter scheduled for consid- 

eration by the agency results in a conflict with a direct interest, shall 

immediately notify the executive director and is recused from any 

deliberation of the matter, from making any recommendation, from 

testifying concerning the matter, or from voting on the matter. The 

member shall join the public during the proceedings. 

(it) A member with an indirect interest shall publicly acknowledge 
such interest. . 

(iit) All members shall make every reasonable effort to avoid even the 
appearance of a conflict of interest. If a member is uncertain whether the 
relationship justifies recusal, then the member shall follow the determi- 
nation by the legal counsel for the agency. 

(iv) A determination by the agency or a court that a member of the 
agency with a direct interest failed to provide notice and be recused from 
deliberations of the matter, from making any recommendation, from 
testifying concerning the matter, or from voting on the matter, results in 
the member’s automatic termination from the agency and the position is 
considered vacant. The member is not eligible for appointment to any 
agency, board, or commission of this state for a period of two (2) years. 

(v) The executive director, upon determining that a conflict exists for 
the executive director or a member of the staff, shall notify the chair of the 
agency and take such action as the chair prescribes and pursuant to this 
part. 
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2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- Effective Dates. 
cerning Tennessee Health Services and Plan- Acts 2021, ch. 557, § 15. October 1, 2021; 
ning Act of 2002, was repealed by Acts 2021,ch. provided that for the purposes of rulemaking, 
557 §§ 1, 10-14, effective October 1, 2021. the act took effect on May 26, 2021. 

The health services and development agency, 
created by this section, terminates June 30, 
2024. See §§ 4-29-112, 4-29-245. 


68-11-1605. Powers and duties of agency. [Effective on October 1, 2021] 


In addition to the powers granted elsewhere in this part, the agency has the 
duty and responsibility to: 

(1) Develop criteria and standards to guide the agency when issuing 
certificates of need that are: | 

(A) Based, in whole or in part, upon input the agency received during 

development of the criteria and standards from the division of TennCare, or 

. its successor; the departments of health, mental health and substance 

abuse services, and intellectual and developmental disabilities; the health 

and welfare committee of the senate; and the health committee of the house 
of representatives; 

(B) Evaluated and updated not less than once every five (5) years; and 

(C) Developed by rule in accordance with the Uniform Administrative 

Procedures Act, compiled in title 4, chapter 5; 

(2) Receive and consider applications for certificates of need, to review 
recommendations on certificates of need, and to grant or deny certificates of 
need on the basis of the merits of the applications within the context of the 
local, regional, and state health needs, including, but not limited to, the 
criteria and standards developed in accordance with this part; 

(3) Conduct studies related to health care, including a needs assessment 
that must be updated at least annually; 

(4) Promulgate rules and policies deemed necessary by the agency for the 
fulfillment of its duties and responsibilities under this part, including a 
procedure for the issuance of a certificate of need upon an emergency 
application if an unforeseen event necessitates the issuance of a certificate of 
need to protect the public health, safety, and welfare, and if the public health, 
safety, and welfare would be unavoidably jeopardized by compliance with the 
procedures established under this part; 

(5) Contract when necessary for the development of criteria and standards 
to guide the agency when issuing certificates of need and for the implemen- 
tation of the certificate of need program described in this part; 

(6) Weigh and consider access to quality health care and the healthcare 
needs of consumers, particularly those in underserved communities; those 
who are uninsured or underinsured; women and racial and ethnic minorities; 
TennCare or medicaid recipients; and low-income groups whenever the 
agency performs its duties or responsibilities assigned by law; and 

(7) Issue exemptions from the voiding of a certificate of need and an 
activity authorized by the certificate of need pursuant to $ 68-11-1609(i), if 
the actions the certificate of need authorizes are not performed for a 
continuous period of one (1) year after the date the certificate of need is 
implemented. 
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2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 
Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for rulemaking purposes, the act 


8§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; took effect on May 26, 2021. 


68-11-1606. Executive director of agency — Appointment — Salary — 
Duties — Delegation of authority — Review. [Effective on 
October 1, 2021] 


(a) The agency shall appoint an executive director qualified by education and 
experience. The executive director must demonstrate knowledge and experience 
in the areas of public administration and health policy development. 

(b) The agency shall fix the salary of the executive director, who serves at the 
pleasure of the agency. The executive director is the chief administrative officer 
of the agency and the appointing authority, exercising general supervision over 
all persons employed by the agency. 

(c) The executive director has the following duties: 

(1) Administering the development of criteria and standards to guide the 
agency when issuing certificates of need; 

(2) Administering the certificate of need program; 

(3) Conducting studies related to health care; 

(4) Representing the agency before the general assembly; 

(5) Overseeing the issuance of responses to requests for determination 
regarding the applicability of this part; 

(6) Issuing exemptions from the requirement that a certificate of need be 
obtained for the relocation of existing or certified facilities providing health- 
care services and healthcare institutions under $ 68-11-1607(a)(4); 

(7) Keeping a written record of proceedings and transactions of the agency, 
which must be open to public inspection during regular office hours; 

(8) Preparing the agenda, including consent and emergency calendars, 
and notice to the general public of all meetings and public hearings of the 
agency; 

(9) Employing personnel, within the agency’s budget, to assist in carrying 
out this part; 

(10) Carrying out policies and rules that are promulgated by the agency 
and supervising the expenditure of funds; 

(11) Submitting an annual report, no later than January 15 of each year, 
to the chairs of the health and welfare committee of the senate and the health 
committee of the house of representatives that includes, but is not limited to, 
a comparison of the actual payer mix and uncompensated care provided by 
certificate of need holders with the projections the holders submitted in the 
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holder’s certificate of need application; and 
(12) Submitting to the chairs of the health and welfare committee of the 
senate and health committee of the house of representatives no later than 

January 1, 2023, a plan: 

(A) Developed by the executive director; 

(B) To consolidate into a health facilities commission the powers and 
duties of the agency with those of the board for licensing health care 
facilities established under part 2 of this chapter; and 

(C) For which agencies of this state shall provide assistance to the 
executive director following a request by the executive director. 

(d) In addition to the duties provided in subsection (c), the agency has the 
authority to delegate, and it is the intent of the general assembly that the agency 
exercise the authority to delegate the following responsibilities and duties to the 
executive director: 

~ (1) Granting deferral of applications for certificates of need in accordance 

with $§ 68-11-1609; and 

(2) Granting approval or denial of modifications, changes of conditions or 
ownership, and extensions of certificates of need in accordance with this part. 

(e) A delegation of authority pursuant to subsection (d) continues until 
specifically revoked by the agency as a result of a determination that revocation 
is necessary to ensure the proper and orderly operation of the agency. 

(f) The executive director shall, within two (2) business days, notify the 
agency of an action taken pursuant to a delegation of authority under 
subsection (d). 

(g)(1) The agency shall review an action by the executive director, if: 

(A) The executive director receives a written request for agency review; or 

(B) An agency member requests agency review. 

(2)(A) If a request for agency review pursuant to subdivision (g)(1) is 
received within fifteen (15) days of the date the executive director provides 
notice of the action pursuant to subsection (f), then the action does not 
become final until the agency has rendered its final decision. 

(B) Ifa request for agency review is not received pursuant to subdivision 
(g)(1), then the executive director’s action becomes final as if the action was 
taken by the agency. 

(h)(1) An agency review of an action taken by the executive director must be 

conducted at the next regularly scheduled agency meeting that is scheduled 

for a date no less than two (2) weeks after the date the request for review is 

received pursuant to subsection (g). 

(2) Agency review of an action by the executive director is de novo. 

(3) The agency shall use the then-current edition of Robert’s Rules of Order 
as the rules of parliamentary procedure applicable to an agency review of an 
action taken by the executive director. 
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cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1607. Certificate of need — Applications — Exemptions — Reg- 


istration of equipment — 


Critical access hospital 


designation. [Effective on October 1, 2021] 


(a) A person shall not perform the following actions in this state, except after 
applying for and receiving a certificate of need for the action: 
(1) The construction, development, or other establishment of any type of 
healthcare institution as described in this part; 
(2) In the case of a healthcare institution, a change in the bed complement, 


regardless of cost, that: 


(A) Increases by one (1) or more the number of nursing home beds; 

(B) Redistributes beds from any category to acute, rehabilitation, or 
long-term care, if at the time of redistribution the healthcare institution 
does not have beds licensed for the category to which the beds will be 


redistributed; or 


(C) Relocates beds to another facility or site; 
(3) Initiation of the following healthcare services: 


(A) Burn unit; 


(B) Neonatal intensive care unit; 


(C) Open heart surgery; 

(D) Organ transplantation; 
(E) Cardiac catheterization; 
(F) Linear accelerator; 

(G) Home health; 

(H) Hospice; or 


(I) Opiate addiction treatment provided through a nonresidential sub- 
stitution-based treatment center for opiate addiction; 
(4)(A) Except as provided in subdivision (a)(4)(B), a change in the location 
of existing or certified facilities providing healthcare services and health- 
care institutions. However, the executive director may issue an exemption 
for the relocation of existing healthcare institutions and approved services 
if the executive director determines that: 
(i)(a) At least seventy-five percent (75%) of patients to be served are 
reasonably expected to reside in the same zip codes as the existing 


patient population; and 


(b) The relocation will not reduce access to consumers, particularly 
those in underserved communities; those who are uninsured or under- 
insured; women and racial and ethnic minorities; TennCare or med- 
icaid recipients; and low-income groups; 

(iit) The executive director must notify the agency of an exemption 
granted pursuant to subdivision (a)(4)(A)(v) within two (2) business days 
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of the date the executive director grants the exemption; 

(iii) An exemption granted by the executive director pursuant to 
subdivision (a)(4)(A)(V) is subject to agency review in the same manner as 
described in § 68-11-1606(g) and (h); 

(B) The relocation of the principal office of a home health agency or 
hospice within its licensed service area does not require a certificate of need; 
(5) Except as otherwise provided in subdivision (m)(2) and subsection (uw), 

the following actions in a county with a population of one hundred seventy- 

five thousand (175,000) or less, according to the 2010 federal census or any 
subsequent federal census: 

(A) Initiation of magnetic resonance imaging services; or 

(B) Increasing the number of magnetic resonance imaging machines, 
except for replacing or decommissioning an existing machine; 

(6) Establishing a satellite emergency department facility or a satellite 
inpatient facility by a hospital at a location other than the hospital’s main 
campus; and 

(7) Except as otherwise provided in subsection (u), the initiation of positron 
emission tomography in a county with a population of one hundred seventy- 
five thousand (175,000) or less, according to the 2010 federal census or any 
subsequent federal census. 

(b) An agency of this state, or of a county or municipal government, shall not 
approve a grant of funds for, or issue a license to, a healthcare institution for a 
portion or activity of the healthcare institution that is established, modified, 
relocated, changed, or resumed, or that constitutes a covered healthcare service, 
in violation of this part. If an agency of this state, or of a county or municipal 
government, approves a grant of funds for, or issues a license to, a person or 
institution for which a certificate of need was required but was not granted, 
then the license is void and the person or institution shall refund the funds to 
the state within ninety (90) days. The health services and development agency 
has the authority to impose civil penalties and petition a circuit or chancery 
court having jurisdiction to enjoin a person who is in violation of this part. 

(c)(L) For each application, a letter of intent must be filed between the first day 
of the month and the fifteenth day of the month prior to the application’s 
submission. At the time of filing, the applicant shall cause the letter of intent 
to be published in a newspaper of general circulation in the proposed service 
area of the project. The published letter of intent must contain a statement 
that any: 

(A) Healthcare institution wishing to oppose the application must file 
written notice with the agency no later than fifteen (15) days before the 
agency meeting at which the application is originally scheduled; and 

(B) Other person wishing to oppose the application may file a written 
objection with the agency at or prior to the consideration of the application 
by the agency, or may appear in person to express opposition. 

(2) Persons desiring to file a certificate of need application seeking a 
simultaneous review regarding a similar project for which a letter of intent 
has been filed shall file with the agency a letter of intent between the sixteenth 
day of the month and the last day of the month of publication of the first filed 
letter of intent. A copy of a letter of intent filed after the first letter of intent 
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must be mailed or delivered to the first filed applicant and must be published 
in a newspaper of general circulation in the proposed service area of the first 
filed applicant. The health services and development agency shall consider 
and decide the applications simultaneously. However, the agency may refuse 
to consider the applications simultaneously if it finds that the applications do 
not meet the requirements of “simultaneous review” under the rules of the 
agency. 

(3) Applications for a certificate of need, including simultaneous review 
applications, must be filed by the first business day of the month following the 
date of publication of the letter of intent. 

(4) If there are two (2) or more applications to be reviewed simultaneously 
in accordance with this part and the rules of the agency, and one (1) or more 
of those applications is not deemed complete by the deadline to be considered 
at the next agency meeting, then the other applications that are deemed 
complete by the deadline must be considered at the next agency meeting. The 
application or applications that are not deemed complete by the deadline to be 
considered at the next agency meeting will not be considered with the 
applications deemed complete by the deadline to be considered at the next 
agency meeting. 

(5) Review cycles begin on the fifteenth day of each month. Review cycles 
are thirty (30) days. The first meeting at which an application can be 
considered by the agency is the meeting following the application’s review 
cycle. If an application is not deemed complete within sixty (60) days after 
initial written notification is given to the applicant by agency staff that the 
application is deemed incomplete, then the application is void. If the 
applicant decides to resubmit the application, then the applicant shall 
comply with all procedures as set out by this part and pay a new filing fee 
when submitting the application. Prior to deeming an application complete, 
the executive director shall ensure independent review and verification of 
information submitted to the agency in applications, presentations, or other- 
wise. The purpose of the independent review and verification is to ensure that 
the information is accurate, complete, comprehensive, timely, and relevant to 
the decision to be made by the agency. The independent review and verifica- 
tion must be applied to, but not necessarily be limited to, applicant-provided 
information as to the number of available beds within a region, occupancy 
rates, the number of individuals on waiting lists, the demographics of a 
region, the number of procedures, and other critical information submitted or 
requested concerning an application; and staff examinations of data sources, 
data input, data processing, and data output, and verification of critical 
information. 

(6) An application filed with the agency must be accompanied by a 
nonrefundable examination fee fixed by the rules of the agency. 

(7) Information provided in the application or information submitted to 
the agency in support of an application must be true and correct. Substantive 
amendments to the application, as defined by rule of the agency, are not 
allowed. 

(8) An applicant shall designate a representative as the contact person for 
the applicant and shall notify the agency, in writing, of the contact person’s 
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name, address, and telephone number. The applicant shall immediately 
notify the agency in writing of any change in the identity or contact 
information of the contact person. In addition to any other method of service 
permitted by law, the agency may serve by registered or certified mail any 
notice or other legal document upon the contact person at the person’s last 
address of record in the files of the agency. Notwithstanding a law to the 
contrary, service in the manner specified in this subdivision (c)(8) constitutes 
actual service upon the applicant. 

(9)(A) Within ten (10) days of the filing of an application for a nonresiden- 

tial substitution-based treatment center for opiate addiction with the 

agency, the applicant shall send a notice to the county mayor of the county 
in which the facility is proposed to be located; the state representative and 
senator representing the house district and the senate district in which the 
facility is proposed to be located; and the mayor of the municipality, if the 

~ facility is proposed to be located within the corporate boundaries of a 
municipality, by certified mail, return receipt requested, informing those 
officials that an application for a nonresidential substitution-based treat- 
ment center for opiate addiction has been filed with the agency by the 
applicant. 

(B) If an application involves a healthcare facility in which a county or 
municipality is the lessor of the facility or real property on which it sits, 
then within ten (10) days of filing the application, the applicant shall notify 
the chief executive officer of the county or municipality of the filing, by 
certified mail, return receipt requested. 

(C) An application subject to the notification requirements of this 
subdivision (c)(9) is not complete if the applicant has not provided proof of 
compliance with this subdivision (c)(9) to the agency. 

(d) Communications with the members of the agency are not permitted once 
the letter of intent initiating the application process is filed with the agency. 
Communication between agency members and agency staff is not prohibited. 
Any communication received by an agency member from a person unrelated to 
the applicant or party opposing the application must be reported to the executive 
director, and a written summary of the communication must be made part of the 
certificate of need file. 

(e) For purposes of this part, agency action is the same as administrative 
action defined in § 3-6-301. | 

(f(D) Notwithstanding this section to the contrary, Tennessee state veterans’ 

homes under title 58, chapter 7, are not required to obtain a certificate of need 

pursuant to this section. 

(2) Notwithstanding this section to the contrary, the beds located in a 
Tennessee state veterans’ home pursuant to title 58, chapter 7, must not be 
considered by the health services and development agency when granting a 
certificate of need to a healthcare institution due to a change in the number 
of licensed beds, redistributing beds, or relocating beds pursuant to this 
section. 

(g) After a person holding a certificate of need has completed the actions for 
which the certificate of need was granted, the time to complete activities 
authorized by the certificate of need expires. 
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(h) The owners of the following types of equipment shall register the 
equipment with the health services and development agency: computerized 
axial tomographers, magnetic resonance imagers, linear accelerators, and 
positron emission tomography. The registration must be in a manner and on 
forms prescribed by the agency and must include ownership, location, and the 
expected useful life of the equipment. Registration must occur within ninety (90) 
days of acquisition of the equipment. All such equipment must be filed on an 
annual inventory survey developed by the agency. The survey must include, but 
not be limited to, the identification of the equipment and utilization data 
according to source of payment. The survey must be filed no later than thirty 
(30) days following the end of each state fiscal year. The agency may impose a 
penalty not to exceed fifty dollars ($50.00) for each day the survey is late. 

(i) Notwithstanding this section to the contrary, an entity, or its successor, 
that was formerly licensed as a hospital, and that has received from the 
commissioner of health a written determination that it will be eligible for 
designation as a critical access hospital under the medicare rural hospital 
flexibility program, is not required to obtain a certificate of need to establish a 
hospital qualifying for that designation, if it meets the requirements of this 
subsection (i). In order to qualify for the exemption set forth in this subsection 
(i), the entity proposing to establish a critical access hospital shall publish 
notice of its intent to do so in a newspaper of general circulation in the county 
where the hospital will be located and in contiguous counties. The notice must 
be published at least twice within a fifteen-day period. The written determina- 
tion from the department of health and proof of publication required by this 
subsection (i) must be filed with the agency within ten (10) days after the last 
date of publication. If no healthcare institution within the same county or 
contiguous counties files a written objection to the proposal with the agency 
within thirty (30) days of the last publication date, then the exemption set forth 
in this subsection (i) applies. However, this exemption applies only to the 
establishment of a hospital that qualifies as a critical access hospital under the 
medicare rural flexibility program and not to any other activity or service. If a 
written objection by a healthcare institution within the same county or 
contiguous counties ts filed with the agency within thirty (30) days from the last 
date of publication, then the exemption set forth in this subsection (i) does not 
apply. 

@(D Notwithstanding subdivision (a)(2)(A) or (a)(4), a nursing home may 
increase its total number of licensed beds by the lesser of ten (10) beds or ten 
percent (10%) of its licensed capacity no more frequently than one (1) time 
every three (3) years without obtaining a certificate of need. The nursing home 
shall provide written notice of the increase in beds to the agency on forms 
provided by the agency prior to the request for licensing by the board for 
licensing health care facilities. 

(2) For new nursing homes, the ten-bed or ten-percent increase cannot be 
requested until one (1) year after the date all of the new beds were initially 
licensed. 

(3) When determining projected county nursing home bed need for certift- 
cate of need applications, all notices filed with the agency pursuant to 
subdivision (j)(1), with written confirmation from the board for licensing 


68-11-1607 HEALTH 240 


health care facilities that a request and application for license has been 

received and a review has been scheduled, must be considered with the total 

of licensed nursing home beds, plus the number of beds from approved 
certificates of need, but yet unlicensed. 

(k) This part does not require a certificate of need for a home care organiza- 
tion that is authorized to provide only professional support services as defined 
in § 68-11-201. | 

(l) Except as provided in subsection (w), a home care organization may only 
initiate hospice services after applying for and receiving a certificate of need for 
providing hospice services. 

(m)(1) A person who provides magnetic resonance imaging services shall file 
with the agency an annual report no later than thirty (30) days following the 
end of each state fiscal year that details the mix of payers by percentage of 
cases for the prior calendar year for its patients, including private pay, 
private insurance, uncompensated care, charity care, medicare, and 
medicaid. 

(2) In a county with a population in excess of one hundred seventy-five 
thousand (175,000), according to the 2010 federal census or a subsequent 
federal census, a person who initiates magnetic resonance imaging services 
shall notify the agency in writing that imaging services are being initiated 
and shall indicate whether magnetic resonance imaging services will be 
provided to a patient who is fourteen (14) years of age or younger on more 
than five (5) occasions per year. 

(n)(1) An application for certificate of need for organ transplantation must 

separately: 

(A) Identify each organ to be transplanted under the application; and 
(B) State, by organ, whether the organ transplantation recipients will be 
adult patients or pediatric patients. 

(2) After an initial application for transplantation has been granted, the 
addition of a new organ to be transplanted or the addition of a new recipient 
category requires a separate certificate of need. The application must: 

(A) Identify the organ to be transplanted under the application; and 
(B) State whether the organ transplantation recipients will be adult 
patients or pediatric patients. 

(3)(A) For the purposes of certificate of need approval for organ transplan- 

tation programs under this part, a program submitted to the United 

Network for Organ Sharing (UNOS) by January 1, 2017, is not required to 

obtain a certificate of need. 

(B) Ifthe organ transplantation program ceases to be a UNOS-approved 
program, then a certificate of need is required. 

(o)(L) Within two (2) years after the date of receiving a certificate of need, an 

outpatient diagnostic center must become accredited by the American College 

of Radiology in the modalities provided by that facility as a condition of 
receiving the certificate of need. 

(2) An outpatient diagnostic center that fails to comply with the accredi- 
tation requirement of subdivision (o)(1) is subject to licensure sanction under 
§ 68-11-207 as a violation of part 2 of this chapter or of the rules, regulations, 
or minimum standards issued pursuant to part 2 of this chapter. 
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(p)(1) Notwithstanding this title to the contrary, a certificate of need is not 
required for a hospital to operate a nonresidential substitution-based treat- 
ment center for opiate addiction if the treatment center is located on the same 
campus as the operating hospital and the hospital is licensed under title 33 
or this title. 

(2) For purposes of this subsection (p), “campus” has the same meaning as 
defined in 42 CFR §$ 413.65. 

(VD This part does not require a certificate of need for actions in a county 
that, as of January 1, 2021: 

(A) Is designated as an economically distressed eligible county by the 
department of economic and community development pursuant to § 67-6- 
104, as updated annually; and 

(B) Has no hospital that is actively licensed under this title located 
within the county. 

(2)(A) A person that provides positron emission tomography services or 

magnetic resonance imaging services pursuant to this subsection (q) must 

be accredited by The Joint Commission or the American College of 

Radiology in the modalities provided by that person and submit proof of the 

accreditation to the agency within two (2) years of the initiation of service. 

(B) A person that provides positron emission tomography services or 
magnetic resonance imaging services pursuant to this subsection (q) and 
that fails to comply with the accreditation requirement of subdivision 
(q)(2)(A) is subject to licensure sanction under § 68-11-207 as a violation of 
part 2 of this chapter or of the rules, regulations, or minimum standards 
issued pursuant to part 2 of this chapter. 

(r)(1l) This part does not require a certificate of need to establish a home 
health agency limited to providing home health services under the federal 
Energy Employees Occupational Illness Compensation Program Act of 2000 
(EEOICPA) (42 U.S.C. § 7384, et seq.), or a subsequent amendment, revision, 
or modification to the EEOICPA. A license issued by the department pursuant 
to this subsection (r) for services under the EEOICPA must be limited to the 
provision of only those services. A home health agency providing home health 
services without a certificate of need pursuant to this subsection (r) must be 
accredited by The Joint Commission, the Community Health Accreditation 
Partner, or the Accreditation Commission for Health Care and submit proof 
of such accreditation to the agency within two (2) years of the initiation of 
service. 

(2) A home health agency that provides home health services without a 
certificate of need pursuant to this subsection (r) and that fails to comply with 
the accreditation requirement of subdivision (r)(1) is subject to licensure 
sanction under § 68-11-207 as a violation of part 2 of this chapter or of the 
rules, regulations, or minimum standards issued pursuant to part 2 of this 
chapter. 

(s)\(1) This part does not require a certificate of need to establish a home 
health agency limited to providing home health services to patients less than 
eighteen (18) years of age. A license issued by the department pursuant to this 
subsection (s) for the provision of home health services to patients under 
eighteen (18) years of age must be limited to the provision of only those 
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services. 

(2) The agency may permit a home health agency providing home health 
services to patients under eighteen (18) years of age to continue providing 
home health services to the patient until the patient reaches twenty-one (21) 
years of age if: 

(A) The patient received home health services from the home health 
agency prior to the date the patient reached eighteen (18) years of age; and 

(B) The home health services are provided under a TennCare program. 
(3)(A) A home health agency that provides home health services without a 
certificate of need pursuant to this subsection (s) must, within two (2) years 
of the initiation of service, be accredited by and submit proof to the agency 
of the accreditation from: 

(i) An accrediting organization with deeming authority from the 
federal centers for medicare and medicaid services; 

(ii) The Joint Commission; 

(iti) The Community Health Accreditation Partner; or 

(iv) The Accreditation Commission for Health Care. 

(B) A home health agency that provides home health services without a 
certificate of need pursuant to this subsection (s) and that fails to comply 
with the accreditation requirement of subdivision (s)(3)(A) is subject to 
licensure sanction under § 68-11-207 as a violation of part 2 of this chapter 
or of the rules, regulations, or minimum standards issued pursuant to part 
2 of this chapter. 

(t) This part does not require a certificate of need in order for an existing 
hospital licensed by the department of mental health and substance abuse 
services to become licensed by the department of health as a satellite of an 
affiliated general acute care hospital as provided by $ 33-2-403(b)(8)(B). 

(u)(1) This part does not require a certificate of need to establish or operate the 

following in a county with a population in excess of one hundred seventy-five 

thousand (175,000), according to the 2010 federal census or a subsequent 
federal census: 

(A) Initiation of magnetic resonance imaging services, or increasing the 
number of magnetic resonance imaging machines used, as long as mag- 
netic resonance imaging services are not provided to a patient who is 
fourteen (14) years of age or younger on more than five (5) occasions per 
year; or 

(B) Initiation of positron emission tomography. 

(2)(A) A provider of positron emission tomography established without a 

certificate of need pursuant to this subsection (u) must become accredited by 

the American College of Radiology and provide to the agency proof of the 
accreditation within two (2) years of the date of licensure. 

(B) A provider of positron emission tomography established without a 
certificate of need pursuant to this subsection (u) and that fails to comply 
with the accreditation requirement of subdivision (u)(2)(A) is subject to 
licensure sanction under § 68-11-207 as a violation of part 2 of this chapter 
or of the rules, regulations, or minimum standards issued pursuant to part 
2 of this chapter. 

(v)(L) A person who performs the following actions shall file an annual report 

as described in this subsection (v) with the health services and development 
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(A) Cardiac catheterization; 

(B) Open heart surgery; 

(C) Organ transplantation; 

(D) Operation of a burn unit; 

(E) Operation of a neonatal intensive care unit; 

(F) Provision of home health services; or 

(G) Provision of hospice services. 

(2) The annual report required by subdivision (v)(1) must be submitted in 
@ manner and on forms prescribed by the agency, and must include 
utilization data according to source of payment and zip codes of patient 
origin. 

(3) A person required to submit an annual report by this subsection (v) 
must submit the annual report for the period coinciding with the state fiscal 
year ending June 30, 2021, on or before September 30, 2021. The annual 
report for each subsequent fiscal year must be submitted to the agency no later 
than thirty (30) days following the end of each state fiscal year. 

(4) The agency may impose a civil penalty not to exceed fifty dollars 

($50.00) per day, for each day an annual report required by this subsection (v) 
is late. 
(w)(1) This part does not require a certificate of need to establish a home care 
organization or residential hospice limited to providing hospice services, as 
defined in § 68-11-201, to patients under the care of a healthcare research 
institution, as defined in § 68-11-1901. 

(2) A license issued by the department pursuant to the exception created by 
subdivision (w)(1) must be limited to the provision of services only to the 
patients of the healthcare research institution, as defined in § 68-11-1901, or 
the patients of a hospital or clinic that has its principal place of business 
located in this state and that is affiliated with the healthcare research 
institution. 

(3) A home care organization or residential hospice that provides hospice 
services without a certificate of need pursuant to subdivision (w)(1) must, 
within twelve (12) months of the date the home care organization is granted 
a license by the department, be accredited by The Joint Commission, the 
Community Health Accreditation Partner (CHAP), DNV GL Healthcare, or 
the Accreditation Commission for Health Care (ACHC), in order to continue 
to qualify for the exception created by subdivision (w)(1). 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 20038, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
$)1;'2005, ch. 445, $ '1;:2007, ch.'347; '$§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 


§ 1; 2009, ch. 328, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 181, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 
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provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


Effective Dates. 
Acts 2021, ch. 557, § 15. October 1, 2021; 


68-11-1608. Applications on consent or emergency calendars — Au- 
thority to grant emergency certificate of need. [Effective 
on October 1, 2021] 


(a) The executive director may place applications to be considered on a 
consent or emergency calendar established in accordance with agency rule. 

(b) The rule must provide that, in order to qualify for the consent calendar, 
an application must not be opposed by a person with legal standing to oppose 
and the application must appear to be necessary to provide needed health care 
in the area to be served, provide health care that meets appropriate quality 
standards, and demonstrate that the effects attributed to competition or 
duplication would be positive for consumers. If opposition is stated in writing 
prior to the application being formally considered by the agency, then the 
application must be taken off the consent calendar and placed on the next 
regular agenda, unless waived by the parties. 

(c)(D If an unforeseen event necessitates action of a type requiring a certificate 

of need, and the public health, safety, or welfare would be unavoidably 

Jeopardized by compliance with the standard procedures for the application 

for and granting of a certificate of need, then the agency may issue an 

emergency certificate of need. . 

(2) An emergency certificate of need may be issued upon request of the 
applicant if the executive director and officers of the agency concur, after 
consultation with the appropriate reviewing agency. Prior to an emergency 
certificate of need being granted, the applicant must publish notice of the 
application in a newspaper of general circulation, and agency members must 
be notified by agency staff of the request. 

(3) A decision regarding whether to issue an emergency certificate of need 
must be considered at the next regularly scheduled agency meeting unless the 
applicant’s request is necessitated by an event that has rendered its facility, 
equipment, or service inoperable. In that case, the agency’s chair and vice 
chair may act immediately, on behalf of the agency, to consider the applica- 
tion for an emergency certificate of need. 

(4) An emergency certificate of need is valid for a period not to exceed one 
hundred twenty (120) days. However, if the applicant has applied for a 
certificate of need under standard agency procedures, then an extension of the 
emergency certificate of need may be granted. _ 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2008, ch. 336, § 1; 2003, ch. 
392, 8§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445; § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 


ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ‘ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
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ning Act of 2002, was repealed by Acts 2021, ch. provided that for rulemaking purposes, the act 
557 §§ 1, 10-14, effective October 1, 2021. took effect on May 26, 2021. 


Effective Dates. 
Acts 2021, ch. 557, § 15. October. 1, 2021; 


68-11-1609. Decision on application. [Effective on October 1, 2021] 


(a) The agency shall, upon consideration of an application and review of the 
evaluation and other relevant information: 

(1) Approve part or all of the application and grant a certificate of need, 
upon lawful conditions that the agency deems appropriate and enforceable on 
the grounds that those parts of the proposal appear to meet applicable 
criteria. However: : 

(A) A condition that is placed on a certificate of need, and that appears 

on the face of the certificate of need when issued, must also be made a 

condition of any corresponding license issued by the department of health 

or department of mental health and substance abuse services. Notwith- 
standing a law to the contrary, the condition survives the expiration of the 
certificate of need and remains effective until removed or modified by the 
agency. The condition becomes a requirement of licensure and must be 
enforced by the respective licensing entity; and 

(B) The holder of a license or certificate of need that has a condition 
placed on it by the agency may subsequently request that the condition be 
removed or modified, for good cause shown. The agency shall consider the 
request and determine whether or not to remove or modify the condition. 

The procedure for requesting a determination must be done as provided by 

agency rules. If the holder of the license or certificate of need is aggrieved by 

the agency’s decision, then the holder may request a contested case hearing 
as permitted by this part; 

(2) Disapprove part or all of the application and deny a certificate of need 
on the grounds that the applicant has not affirmatively demonstrated that 
those parts of the proposal meet the applicable criteria; or 

(3) Defer making a decision for no more than ninety (90) days to obtain a 
clarification of information concerning applications properly before the 
agency, if there are no simultaneous review applications being concurrently 
considered by the agency with the deferred application. 

(b) A certificate of need shall not be granted unless the action proposed in the 
application is necessary to provide needed health care in the area to be served, 
will provide health care that meets appropriate quality standards, and the 
effects attributed to competition or duplication would be positive for consumers. 
In making these determinations, the agency shall use as guidelines the goals, 
objectives, criteria, and standards adopted to guide the agency in issuing 
certificates of need. Until the agency adopts its own criteria and standards by 
rule, those in the state health plan apply. Additional criteria for review of 
applications must also be prescribed by the rules of the agency. 

(c) Activity authorized by a certificate of need must be completed within a 
period not to exceed three (3) years for hospital and nursing home projects, and 
two (2) years for all other projects, from the date of its issuance and after such 
time the certificate of need authorization expires. However, the agency may, in 
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granting the certificate of need, allow longer periods of validity for certificates 
of need for good cause shown. Subsequent to granting the certificate of need, the 
agency may extend a certificate of need for a period upon application and good 
cause shown, accompanied by a nonrefundable reasonable filing fee, as pre- 
scribed by rule. A certificate of need authorization that has been extended 
expires at the end of the extended time period. The decision whether to grant an 
extension is within the sole discretion of the agency and is not subject to review, 
reconsideration, or appeal. 

(d) If the time period authorized by a certificate of need has expired, then the 
certificate of need authorization is void. A revocation proceeding is not required. 
A license or occupancy approval shall not be issued by the department of health 
or the department of mental health and substance abuse services for an activity 
for which a certificate of need has become void. 

(e) The agency’s decision to approve or deny an application is final and shall 
not be reconsidered after the adjournment of the meeting in which the matter 
was considered. This subsection (e) does not limit the right to file a petition for 
a contested case hearing pursuant to §$ 68-11-1610, nor does it limit the 
Uniform Administrative Procedures Act, compiled in title 4, chapter 5, pertain- 
ing to contested case hearings. 

(f) Written notice of the agency decision approving, disapproving, or defer- 
ring an application, or parts of an application, must be transmitted to the 
applicant, simultaneous review applicants, the department of health, the 
department of mental health and substance abuse services, the department of 
intellectual and developmental disabilities, and others upon request. 

(g)(D A healthcare institution wishing to oppose a certificate of need appli- 

cation must be located within a thirty-five-mile radius of the location of the 

action proposed. A healthcare institution wishing to oppose an application for 
the establishment of a home care organization, the modification of a certift- 
cate of need issued to a home care organization, or the addition of counties to 
the licensed service area of an existing home care organization must have 
served patients in at least one (1) of the counties in the application’s proposed 
service area within the seven hundred thirty (730) days immediately preced- 
ing the filing date of the certificate of need application, rather than demon- 
strate proximity within a thirty-five-mile radius of the location. 

(2) Subject to subdivision (g)(1), a healthcare institution wishing to oppose 

a certificate of need application must file a written objection with the agency 

specifying reasons why one (1) or more of the criteria of subsection (b) are not 

satisfied. A healthcare institution wishing to oppose a certificate of need 
application must serve a copy to the contact person for the applicant, not later 
than fifteen (15) days before the agency meeting at which the application is 
originally scheduled. An application for which the agency has received 
opposition must be designated on the agency’s agenda as an opposed 
application. 
(3)(A) Subject to subdivision (g)(1), a healthcare institution wishing to 
oppose a certificate of need application may appear before the agency and 
express opposition to the application as long as the healthcare institution 
has submitted written opposition in accordance with subdivision (g)(2). 
(B) This subsection (g) does not prohibit an individual acting in the 
individual’s capacity as a private citizen from appearing before the agency 
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and expressing opposition to an application. 

(4) A healthcare institution or other person expressing opposition to an 
application does not have a veto over an application. The merits of opposition 
may be considered by the agency while determining whether to approve or 
deny a certificate of need application in whole or in part. 

(h) The agency shall maintain continuing oversight over a certificate of need 
that it approves on or after July 1, 2016. Oversight by the agency includes 
requiring annual reports concerning appropriate quality measures as deter- 
mined by the agency. The agency may impose conditions on a certificate of need 
that require the demonstration of compliance with quality measures as long as 
the conditions for quality measures are not more stringent than those measures 
identified by the applicant in the applicant’s submitted application. 

(i)(1) Notwithstanding a law to the contrary, and except as provided in 

subdivision (i)(2), a certificate of need and activity the certificate authorizes 

becomes void if the actions the certificate authorizes have not been performed 
for a continuous period of one (1) year after the date the certificate of need is 

implemented. With respect to a home care organization, this subsection (i) 

applies to each county for which the home care organization is licensed. A 

revocation proceeding is not required. The department of health and the 

department of mental health and substance abuse services shall not issue or 
renew a license for an activity for which certificate of need authorization has 
become void. 

(2)(A) The agency may issue a temporary exemption to subdivision (i)(1) 

upon finding that sufficient cause for the temporary cessation of the activity 

has been presented to the agency along with a plan to resume the activity in 
the future. 

(B) The agency shall prescribe the procedures for issuing temporary 
exemptions by rule. 

(C) The agency’s approval or denial of a temporary exemption is a final 
agency decision subject to appeal in the chancery court of Davidson County. 

(3) This subsection (i) does not apply to the establishment of a healthcare 
institution or a healthcare institution’s number of licensed beds if the 
healthcare institution has a license issued under this title, whether active or 
inactive. 

() Ifan applicant’s application is denied by the agency, then the agency shall 
provide to the applicant written documentation with an explanation of the 
factual and legal basis upon which the agency denied the certificate of need. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 


§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012) \ch 575; §$°L) 2; 2012) ch: 618, $) 1; 2018; 
ch. 181, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 
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Effective Dates. provided that for rulemaking purposes, the act 
Acts 2021, ch. 557, § 15. October 1, 2021; took effect on May 26, 2021. 


68-11-1610. Contested case hearings — Petition — Procedure — Arbi- 
tration and mediation alternatives — Orders — Costs. 
[Effective on October 1, 2021] 


(a) Within fifteen (15) days of the approval or denial by the agency of an 
application, an applicant, a healthcare institution that satisfied the require- 
ments set forth in § 68-11-1609(g), or another person who objected to the 
application pursuant to § 68-11-1609(g)(2) or (g)(3), may petition the agency in 
writing for a hearing. The petition must be filed with the executive director. 
Notwithstanding another lau, all persons are barred from filing a petition for 
a contested case hearing after the fifteen-day period, and the agency has no 
jurisdiction to consider a late-filed petition. Upon receipt of a timely filed 
petition, the agency shall initiate a contested case proceeding as provided in this 
section. At the hearing, no issue may be raised or evidence considered concern- 
ing the merits of an applicant considered by simultaneous review, unless the 
applicant met the requirements of this part, of concurrent consideration with 
the application that is the subject of the hearing. 

(b) The contested case hearing required by this section must be conducted in 
accordance with the Uniform Administrative Procedures Act, compiled in title 
4, chapter 5, except as otherwise provided in this section. 

(c) Contested cases initiated pursuant to this section must be heard by an 
administrative law judge sitting alone. Petitions for contested cases received by 
the agency must be forwarded immediately to the administrative division of the 
secretary of state’s office for assignment to an administrative law judge. 

(d) The administrative law judge to whom a case has been assigned shall 
convene the parties for a scheduling conference within fifteen (15) days of the 
date the petition for contested case is filed. At the scheduling conference, the 
parties shall state their respective positions on the mediation alternative 
described in this section. If the parties are unable to agree on a mediation 
alternative, then the scheduling order for the contested case adopted by the 
administrative law judge must establish a schedule that results in a hearing 
completed within one hundred eighty (180) days of the date on which the 
petition for contested case was received by the agency, with the initial order to 
be entered within sixty (60) days of the date the hearing is completed. 
Extensions of time or variances from the scheduling order must be granted 
sparingly, and only because of unforeseen developments that would cause 
substantial prejudice to a party. 

(e) As an alternative to the contested case process described in subsection (c), 
the parties may agree to mediation of the issues raised in the contested case. The 
mediator shall be designated by mutual agreement of the parties. The parties 
may designate a mediator who is not listed as a qualified Supreme Court Rule 
31 mediator, but such mediator shall observe the standards of professional 
conduct set forth in Appendix A to Supreme Court Rule 31, to the extent 
applicable. The mediator’s fee must be shared equally among the parties, except 
that the state is not required to contribute to payment of the mediator’s fee. If 
mediation results in agreement of the parties, then the agreement must be 
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memorialized in the order terminating the contested case. A mediation proceed- 
ing under this subsection (e) is not subject to the scheduling order requirements 
set forth in subsection (d). 

() The general assembly declares the public policy of this state to be that 
certificate of need contested cases should be resolved through mediation, and the 
parties to such proceedings are encouraged to pursue this alternative. 

(g) Judicial review of the agency’s final order in a contested case is as 
provided by law. 

(h) Costs of the contested case proceeding and appeals, including the admin- 
istrative law judge’s costs and deposition costs, such as expert witness fees and 
reasonable attorney’s fees, must be assessed against the losing party in the 
contested case. If there is more than one (1) losing party, then the costs must be 
divided equally among the losing parties. Costs shall not be assessed against 
the agency. 

(i) This section governs all contested cases relative to approval or denial 
decisions by the agency. 

() If a person, who is not the applicant or the agency, seeks review of a 
decision in a contested case, then that person shall file an appeal fee equal to 
twenty-five percent (25%) of the examination fee for the application that was 
filed in the case. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 20038, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-38; 2005, ch. 385, 
Se 1; 2005; ch..445,'8 1:-2007, ‘ch. 347, §§ 1,2: 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, 8§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
Syr-Z009, ch. az5, 9§ 1, 2; 2009 ch, 461, $$" 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §$'1, 2; 2012, ch: 618, §. 1; 2013, 
ch: 131,.8$) 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 15-2074) ch: 874, 8§ 1, 2; 2015, ch. 369, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1611. Review of progress — Revocation of certificate. [Effective 
on October 1, 2021] 


The agency shall, at least annually, review progress on a project covered by an 
issued certificate of need, and may require a showing by the holder of the 
certificate of substantial and timely progress to implement the project. If, in the 
opinion of the executive director, progress is lacking, then the executive director 
may present a petition for revocation of the certificate of need for the agency’s 
consideration. The agency may revoke the certificate of need based upon a 
finding that the holder has not proceeded to implement the project in a timely 
manner. 


68-11-1612 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
8§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1;:2005, ch. 445, § 1;,2007; ch.'347; §$ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1,6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 


8§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
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40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, $§ 1,,2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359; 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1612. Enjoining violations — Jurisdiction. [Effective on October 


1, 2021] 


(a) The agency, in addition to the powers and duties expressly granted by this 
part, is authorized and empowered to petition a circuit or chancery court having 
jurisdiction to enjoin a person who is performing any of the actions specified in 
this part without possessing a valid certificate of need. 

(b) Jurisdiction is conferred upon the circuit and the chancery courts of this 
state to hear and determine such causes as chancery causes, and to exercise full 
and complete jurisdiction in such injunctive proceedings. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2008, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§. 1;,2005, ch. 445, § 1: 2007, ch. 347, §§) 1, 2: 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch: 131)$§ 1-5; 2018, ch..234, §. 1; 2014)\ch, 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1613. Appropriation/expenditures impact statement. [Effective 
on October 1, 2021] 


The division of TennCare or its successor, by the fifteenth of each month, shall 
submit to the chairs of the finance, ways and means committees of the senate 
and the house of representatives and to the office of legislative budget analysis 
a statement reflecting the estimated impact on future state appropriations or 
expenditures of applications approved by the agency the preceding month. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 
Former part 16, §§ 16-11-1601 — 16-11-1634 
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(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§$ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
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ch. A131, §$) 1-5; 2013, ch. 2349 §1;:2014¢em. 
653, § 1; 2014, ch. 874, 8§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-8; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1614. Information submitted to agency. by commissioners of 
health, mental health and substance abuse services, and 
intellectual and developmental disabilities. [Effective on 


October 1, 2021] 


(a) The commissioner of health shall provide the agency with aggregate data 
from the hospital discharge database and ambulatory surgical treatment center 
discharge database within seven (7) business days from the commissioner’s 
receipt of a request. The information must include aggregate data by state, 
county, or zip code, as requested. The information must not include patient 
identifiers that would lead to a patient’s identity, such as name or street 
address. Information received pursuant to this section must be available for 
public disclosure by the agency, as long as it does not contain patient identifiers. 

(6b) The commissioner of mental health and substance abuse services shall 
provide the agency with aggregate data about nonresidential substitution- 
based treatment centers for opiate addiction licensed in this state within seven 
(7) business days from the commissioner’s receipt of a request. The information 
must include aggregate data about patient origin by state, county, or zip code, 
as requested, at licensee treatment centers in this state. The information must 
not include patient identifiers that would lead to a patient’s identity, such as 
name or street address. Information received pursuant to this section must be 
available for public disclosure by the agency, as long as it does not contain 
patient identifiers. 

(c) The commissioners of health, mental health and substance abuse services, 
and intellectual and developmental disabilities may submit written reports or 
statements and they may also send representatives to testify before the agency to 
inform the agency with respect to applications. 


§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, $§ 1, 
2: 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4: 2011, ch 47, § 77; 2011, ch. 158, 8§ 39; 
40; 2011, ch. 479, $§ 1, 2; 2011, ch. 494, $§ 1-6; 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 


Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
8§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 


2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2018, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, 8§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


68-11-1615 


Effective Dates. 
Acts 2021, ch. 557, § 15. October 1, 2021; 
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provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1615. Independent review and verification of information for 
joint annual report. [Effective on October 1, 2021] 


The commissioners of health, mental health and substance abuse services, 
and intellectual and developmental disabilities shall establish policies and 
procedures ‘to ensure independent review and verification of information 
submitted by healthcare providers for inclusion in the joint annual report. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ “1; 2005, ch. 445, § 1; 2007, ch. 3847, $§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 328, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, §. 77; 2011; ch. 158, §§ ‘39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012,,chi.575,/8§, 1, 2; 20120) 618 969 17 2003 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1616. Violations — Penalties. [Effective on October 1, 2021] 


(a) The agency has the power and authority, after notice and an opportunity 
for a hearing, to impose a civil monetary penalty against a person who 
performs, offers to perform, or holds such person out as performing an activity 
for which a certificate of need is required, without first obtaining a valid 
certificate of need. 

(b) The executive director shall initiate a civil penalty proceeding by filing a 
petition with the agency. The proceeding must be conducted as a contested case 
hearing in accordance with the Uniform Administrative Procedures Act, 
compiled in title 4, chapter 5, part 3. 

(c) The civil penalty is in an amount not less than one hundred dollars ($100) 
nor more than five hundred dollars ($500) per day of continued activity or 
operation. Once a civil penalty has been imposed, the violator has the burden of 
submitting verifiable evidence satisfactory to the agency that the violator has 
discontinued the activity for which the civil penalty was imposed. The penalty 
begins to accrue on the date the agency notified the violator of the violation or 
violations, and continues to accrue until such evidence of discontinuance is 
received at the agency office. 

(dq) An appeal of a final order imposing a civil penalty must be conducted in 
accordance with the Uniform Administrative Procedures Act. 

(e) In determining whether to impose a civil penalty and the amount of the 
penalty, the agency may consider the following factors: 

(1) The economic benefits gained from the activities in question. The 
agency does not have to show that the violator would not have been granted 

a certificate of need had one been sought; 

(2) Whether the civil penalty and the amount of the penalty will be a 
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substantial economic deterrent to the violator and others; 
(3) The circumstances leading to the violation, and whether the violator 
had notice that the activity was in violation of the certificate of need laws or 


agency regulations; 


(4) The financial resources of the violator, and the violator’s ability to pay 


the penalty; and 


(5) The failure to meet a quality standard applicable to the violator. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2008, ch. 69, §§ 1, 2; 
2008, ch. 90, § 2; 2008, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 122005, ch445-"9 91; 2007, ch: 347, §§1,; 2: 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1617. Revocation of certificate of need — Grounds. [Effective on 


October 1, 2021] 


In addition to other grounds for revocation provided by other statutes, rule of 
law, or equity, the agency has the power to revoke a certificate of need whenever 


the following has occurred: 


(1) The holder of a certificate of need has not made substantial and timely 
progress toward the completion of the project or acquisition of the equipment; 
(2) The acquisition or project as described in the person’s application has 
been changed or altered in a manner that significantly deviates from the 
acquisition or project approved by the agency when the certificate of need was 


granted; 


(3) The decision to issue a certificate of need was based, in whole or in part, 
on information or data in the application which was false, incorrect, or 
misleading, whether intentional or not; 

(4) The holder of the certificate of need has committed fraud in obtaining 


the certificate of need or has committed fraud upon the agency after the 
certificate of need was issued. For purposes of this section, “fraud” means a 
form of deceit, trickery, misrepresentation, or subterfuge, including, but not 
limited to, the following actions: 

(A) Making a knowingly false statement, orally or in writing, in connec- 
tion with a certificate of need application or project subject to the jurisdic- 
tion of the agency; 

(B) Intentionally withholding or suppressing information that the per- 
son knows, or reasonably should know, is relevant to a certificate of need 
application or project subject to the jurisdiction of the agency; or 

(C) Altering, forging, or otherwise modifying, with fraudulent intent, a 
document submitted to the agency in connection with a certificate of need 
application or project subject to the jurisdiction of the agency; or 
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(5) The violation of a condition placed upon a certificate of need by the 
agency, prior to licensure by the department of health or department of 
mental health and substance abuse services. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 


§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, - 


§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, 8§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
8§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §$ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1;,2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1618. Nontransferability of 
October 1, 2021] 


certificate of need. [Effective on 


(a) Except as provided in this section, the transfer of a certificate of need 
renders the certificate of need and all rights under it void. As used in this 
section, “transfer” means the sale, assignment, lease, conveyance, purchase, 
grant, donation, gift, or other direct or indirect transfer of any nature whatso- 
ever of a certificate of need. However, this section does not prohibit the transfer 
of a certificate of need in the following circumstances: 

(1) If the transfer has been approved by the agency after the agency 
determines that the new holder of the certificate of need would provide health 
care that meets appropriate quality standards, and that the transfer would 
not reduce access to consumers, particularly those in underserved communi- 
ties; those who are uninsured or underinsured; women and racial and ethnic 
minorities; TennCare or medicaid recipients; and low-income groups; and 

(2) If the certificate of need is transferred as part of the transfer of 
ownership of a licensed healthcare institution. 

(b)(L) With regard to a certificate of need for the establishment of a proposed 

new healthcare institution, a change of control of the entity prior to comple- 

tion or licensing renders the certificate of need and all rights under it null and 
void. “Change of control” means: 

(A) In the case of a partnership, the termination of interest of a general 
partner; 

(B) In the case of a limited liability company or limited liability 
partnership, a change in the composition of members or partners to the 
extent that the management or membership control is different than that 
described in the certificate of need application; and 

(C) In the case of a corporation, the termination of interest of a 
shareholder or shareholders controlling more than fifty percent (50%) of the 
outstanding voting stock of the corporation. 

(2) Subdivision (b)(1) does not prohibit change of control as described in 
subdivision (b)(1), if the agency determines, upon petition of the prospective 
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owner or owners of the entity, that the prospective owner or owners demon- 

strate that they meet the criteria of economic feasibility, contribution of 

orderly development, and the considerations of § 68-11-1605. 

(c) A certificate of need, and the rights under the certificate of need, are null 
and void if it is the subject of a development contract or agreement to sell or 
lease the facility that was not fully disclosed in the application. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 20038, ch. 69, §§ 1, 2; 
2008, ch. 90, § 2; 2008, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1619. Application for medicare skilled nursing facility (SNF) 
beds. [Effective on October 1, 2021] 


(a) During each fiscal year after June 30, 2020, until June 30, 2025, the 
agency shall not issue certificates of need for new nursing home beds, including 
the conversion of hospital beds to nursing home beds or swing beds, other than 
one hundred twenty-five (125) beds per fiscal year, to be certified as medicare 
skilled nursing facility (SNF) beds as authorized in this section. 

(b) The number of medicare SNF beds issued under this section shall not 
exceed thirty (30) for each applicant. The applicant shall specify in the 
application the skilled services to be provided and how the applicant intends to 
provide the skilled services. In reviewing applications, the agency shall consider 
the application without regard as to whether the applicant currently has 
medicare SNF beds. If the pool of one hundred twenty-five (125) medicare SNF 
beds created by this section is not depleted prior to June 30 of the fiscal year, 
then the beds remaining in the pool must be considered to be available to 
applicants who apply before June 30 of each fiscal year, even though review may 


occur after June 30 of that year. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2008, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 


§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2018, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


68-11-1620 HEALTH 256 


Effective Dates. provided that for the purposes of rulemaking, 
Acts 2021, ch. 557, § 15. October 1, 2021; the act took effect on May 26, 2021. 


68-11-1620. Account for disposition of fees — Budget. [Effective on 
October 1, 2021] 


(a) Fees and civil penalties authorized by this part must be paid by the health 
services and, development agency or the collecting agency to the state treasurer 
and deposited in the state general fund and credited to a separate account for 
the agency. Fees include, but are not limited to, fees for the application of 
certificates of need, subscriptions, project cost overruns, copying, and contested 
cases. Disbursements from that account may only be made for the purpose of 
defraying expenses incurred in the implementation and enforcement of this part 
by the agency. Funds remaining in the account at the end of a fiscal year do not 
revert to the general fund but remain available for expenditure in accordance 
with law. ‘ 

(b) The agency shall prescribe fees by rule as authorized by this part. The fees 
must be in an amount that, in addition to the fees prescribed in subsection (c), 
provides for the cost of administering the implementation and enforcement of 
this part by the agency. The agency shall adjust the prescribed fees as necessary 
to provide that the account is fiscally self-sufficient and that revenues from fees 
do not exceed necessary and required expenditures. 

(c) The agency shall annually collect the following schedule of fees from 
healthcare providers, and the fees must be paid to the state treasurer and 
deposited in the state general fund and credited to the agency’s separate 
account. The following schedule applies: 


(1): Residential hospiter it (we. Ge eae eee ee ees $100 per license; 
(2) Nursing homes*1-50 bedsugiiin es Sees eh ee $500 per license; 
(3) Nursing homes 51-100) beds sive eens oe $1,500 per license; 
(4) ‘Nursing homes)1014.beds\.y. divs agkee es Ua. $2,500 per license; 
(5)) Hospitales- 100 bedaia. sia a ee $2,000 per license; 
(6) Hospitals: 101-200 bedsum i vce eee ten ts $3,500 per license; 
(7), dlospitals 204 beds Wit. ue. Oya ge es bok $5,000 per license; 
(8) Ambulatory surgical treatment centers .............. $2,000 per license; 
(9) Outpatient diagnostic’ centers) ie eaten ee ek. $2,000 per license; 
(10) Home care organizations authorized to provide home health services 
OF NOSPICE{ SOT ULCES ot OAT a Le ee A ara, $500 per license; 
(L1) ( Birthing} Centers ., saps: cod. oe es os ci $50 per license; 
(12) Nonresidential substitution-based treatment centers for opiate addic- 
LB OTP oes sics jorieyte «ald BB. 98 o Mel amen Rae oo eee Ok os « cnn $500 per license; 
(13) Mental health residential treatment facilities ........ $100 per license; 


(14) Intellectual disability institutional habilitation facilities ...$100 per 
license. 


History. 392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
Acts 2021, ch. 557, § 1. 649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 

; §§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
Compiler’s Notes. § 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 


Former part 16, §§ 16-11-1601 — 16-11-1634 2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1,2; ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. § 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
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2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 
40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
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cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for rulemaking purposes, the act 
took effect on May 26, 2021. 


68-11-1621. Participation by local governing body in hearing for cer- 
tificate of need application. [Effective on October 1, 2021] 


At a hearing conducted by the agency for a certificate of need application, if 
a local governing body requests to participate in the hearing, then the officials 
of the local governing body may appear before the agency and express support 
or opposition to the granting of a certificate of need to the applicant. The 
testimony of such officials is informational and advisory to the agency, and the 
support of the local governing body is not a requirement for the granting of a 


certificate of need by the agency. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2008, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
®.1: 2005, ch, 445..$ 4: 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012) chy S7Gy-99 17 2; 2012. ch: 618) § °1:- 2013, 
ch. 131; $§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2;.2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1622. State health planning division of the department of 
health. [Effective on October 1, 2021] 


(a) There is created the state health planning division of the department of 
health. It is the purpose of the planning division to create a state health plan 
that is evaluated and updated at least annually. The plan guides the state in the 
development of healthcare programs and policies and in the allocation of 
healthcare resources in this state. 

(b) It is the policy of this state that: 

(1) Every citizen should have reasonable access to emergency and primary 
care; 

(2) The state’s healthcare resources should be developed to address the 
needs of Tennesseans while encouraging competitive markets, economic 
efficiencies, and the continued development of the state’s healthcare industry; 

(3) Every citizen should have confidence that the quality of health care is 
continually monitored and standards are adhered to by healthcare providers; 
and 
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(4) The state should support the recruitment and retention of a sufficient 


and quality healthcare workforce. 


(c) The planning division is administratively staffed by the department of 
health in a manner that the department deems necessary for the performance of 
the planning division’s duties and responsibilities, which may include contract- 
ing for the services provided by the division through a private person or entity. 

(d) The duties and responsibilities of the planning division include: 

(1) To develop and adopt a state health plan, which must include, at a 
minimum, guidance regarding allocation of this state’s healthcare resources; 
(2) To submit the state health plan to the governor for approval and 


adoption; 


(3) To hold public hearings as needed; 
(4) To review and evaluate the plan at least annually; 
(5) To respond to requests for comment and recommendations for health- 


care policies and programs; 


(6) To conduct an ongoing evaluation of this state’s resources for accessi- 
bility, including, but not limited to, financial, geographic, cultural, and 


quality of care; 


(7) To review the health status of Tennesseans as presented annually to the 
planning division by the department of health, the department of mental 
health and substance abuse services, and the department of intellectual and 


developmental disabilities; 


(8) To review and comment on federal laws and regulations that influence 
the healthcare industry and the healthcare needs of Tennesseans; 

(9) To involve and coordinate functions with state entities as necessary to 
ensure the coordination of state health policies and programs in this state; 

(10) To prepare an annual report for the general assembly and recommend 
legislation for their consideration and study; and 

(11) To establish a process for timely modification of the state health plan 
in response to changes in technology, reimbursement, and other developments 


that affect the delivery of health care. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2003, ch. 336, § 1; 2003, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
8§ 2-19; 2005, ch. 287, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, §§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §$ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch, 131, §§ 1-5; 2013, ch:-234, $1; 2074 ¢h. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 
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68-11-1623. Replacement facility applications — Certificates of need 


for nursing home beds. [Effective on October 1, 2021] 


(a) A replacement facility application is an application that proposes to 
replace one (1) or more currently licensed nursing homes with one (1) single 
licensed nursing home. 

(b) An application or portion of a replacement facility application that does 
not increase the number of licensed beds over the number of beds in the existing 
facility or facilities being replaced must be reviewed by the department and 
considered by the agency pursuant to the criteria in $ 68-11-1609(b), and shall 
not be considered new nursing home beds. In reviewing the application, the 
agency shall give preference to projects that propose replacement facilities 
because of building or life safety standard issues. The criteria of § 68-11-1619 
do not apply to replacement facility applications. 

(c) If a replacement facility application seeks to increase the number of 
licensed beds over the number of beds in the existing facility or facilities being 
replaced, then that portion of the application that increases the number of beds 
must comply with § 68-11-1619, and is considered new nursing home beds. The 
remaining part of the application relative to the replacement of the facility or 
facilities must be reviewed by the department and considered under the criteria 
set out in subsection (6). In reviewing such an application, the agency shall give 
preference to projects that propose replacement facilities because of building or 
life safety standard issues. 

(d) With regard to a certificate of need to replace a nursing home that has 
ceased operations, the original facility is not required to maintain its license 
after the certificate of need has been approved for the replacement facility. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2008, ch. 336, § 1; 2008, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§° 1;5:2005,.ch. 445, § 1; 2007, ch:.347;.8§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, 8§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, $§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2018, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch., 557, § .15., October, 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1624. Delegation of authority to the department to issue new 
license to successor owner. [Effective on October 1, 2021] 


With regard to a healthcare facility that has been the subject of a change of 
control as defined by regulation, the board for licensing health care facilities in 
its discretion may delegate to the department the authority to issue a new 
license to the successor owner. The delegation of this authority is limited to 
circumstances where: 

(1) The successor owner meets the qualifications for a license; 
(2) The healthcare facility has no outstanding license or certification 
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(3) The successor owner already owns or controls at least one (1) other 


healthcare facility in this state. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch. 90, § 2; 2008, ch. 336, § 1; 2003, ch. 
392, 8§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
§§ 2-19; 2005, ch. 237, §§ 1-38; 2005, ch. 385, 
§ 1;°'2005, ch: 445,°$ "1: 2007, ch. 347) §8'1, 2. 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1,.6°2009, chs 51,8 1; 2009;-ch..52) 
§ 1; 2009, ch. 328, §§ 1, 2; 2009, ch. 461, $§ 1, 
22010" ch. 1100, §$" 117-125; 2010 chy lim. 
8§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 1381, §§ 1-5; 2013, ch. 234, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 


_ ning Act of 2002, was repealed by Acts 2021, ch. 


557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 


68-11-1625. Development of measures for assessing quality of entities 
receiving certificate of need — Failure to meet quality 
measures — Penalties. [Effective on October 1, 2021] 


(a) In consultation with the department of health, the department of mental 
health and substance abuse services, and the department of intellectual and 
developmental disabilities, and subject to $ 68-11-1609(h), the agency shall 
develop by rule measures for assessing quality for entities that, on or after July 
1, 2016, receive a certificate of need under this part. In developing quality 
measures, the agency may seek the advice of stakeholders with respect to 
certificates of need for specific institutions or services. 

(b) If the agency determines that an entity has failed to meet the quality 
measures developed under this section, then the agency shall refer that finding 
to the board for licensing health care facilities or the department of mental 
health and substance abuse services, whichever is appropriate, for appropriate 
action on the license of the entity under part 2 of this chapter. 

(c) If the agency determines that an entity has failed to meet a quality 
measure imposed as a condition for a certificate of need by the agency, then the 
agency may impose penalties pursuant to $ 68-11-1616 or revoke a certificate of 


need pursuant to § 68-11-1617. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, §§ 1, 2; 
2003, ch: 90;:8" 2; 2003,.ch, 336,/§ 1;°20038, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
8§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
§ 1; 2005, ch. 445, § 1; 2007, ch. 347, 8§ 1, 2; 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 328, §§ 1, 2; 2009, ch. 461, §§ 1, 
2; 2010, ch. 1100, §§ 117-125; 2010, ch. 1119, 
8§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012, ch. 575, §§ 1, 2; 2012, ch. 618, § 1; 2013, 
ch. 131, §§ 1-5; 2013, ch. 234,,.§ 1; 2014, ch. 
653, § 1; 2014, ch. 874, 8§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1048, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for rulemaking purposes, the act 
took effect on May 26, 2021. 


261 HEALTH FACILITIES AND RESOURCES 68-11-1626 
68-11-1626. Renewal of license for closed hospitals in rural or dis- 


tressed counties. [Effective on October 1, 2021] 


(a) Notwithstanding this part, a certificate of need is not required for the 
establishment of a hospital licensed under this title if: 

(1) The hospital was previously licensed under this title or another 
hospital was previously licensed under this title at the proposed location; 

(2) The hospital is located in a county: 

(A) Designated by the department of economic and community develop- 
ment as a tier 2, tier 3, or tier 4 enhancement county pursuant to 

§ 67-4-2109; or 

(B) With a population less than forty-nine thousand (49,000), according 
to the 2010 federal census or a subsequent census; 

(3) The last date of operations at the hospital, the hospital site service area, 
or proposed hospital site service area was no more than fifteen (15) years prior 
to the date on which the party seeking to establish the hospital submits 
information to the department pursuant to subsection (b); and 

(4) The party seeking to establish the hospital applies for a certificate of 

need from the agency within twelve (12) months of the date on which the party 
submits information to the department pursuant to subsection (b). 
(b)(L) Notwithstanding this part, the department may renew a license for a 
hospital meeting the criteria in subdivisions (a)(1)-(3) upon application by the 
party seeking to establish the hospital and finding that the hospital will 
operate in a manner that is substantially similar to the manner authorized 
under the previous hospital’s license at the time of the previous hospital’s 
closure. 

(2) The department shall review and make a determination on an appli- 
cation submitted pursuant to subdivision (b)(1) and notify the applicant in 
writing of the determination within sixty (60) days of the date the applicant 
submits a completed application to the department. If the department 
determination is to deny the application, then the department must also 
provide to the applicant a written explanation detailing the reasons for the 


denial. 


History. 
Acts 2021, ch. 557, § 1. 


Compiler’s Notes. 

Former part 16, §§ 16-11-1601 — 16-11-1634 
(Acts 2002, ch. 780, § 4; 2003, ch. 69, 8§ 1, 2; 
2008, ch. 90, § 2; 2003, ch. 336, § 1; 20038, ch. 
392, §§ 1-4; 2004, ch. 600, §§ 1, 2; 2004, ch. 
649, § 1; 2004, ch. 744, § 1; 2004, ch. 942, 
8§ 2-19; 2005, ch. 237, §§ 1-3; 2005, ch. 385, 
$ 9872005) chi 44579417 2007, ch: 347, §§ 1, 23 
2008, ch. 844, § 1; 2008, ch. 1089, §§ 1, 2; 2008, 
ch. 1120, §§ 1, 6; 2009, ch. 51, § 1; 2009, ch. 52, 
§ 1; 2009, ch. 323, §§ 1, 2; 2009, ch. 461, §§ 1, 
2: 2010, ch. 1100; $§ 117-125; 2010, ch: 1119, 
§§ 1-4; 2011, ch 47, § 77; 2011, ch. 158, §§ 39; 


40; 2011, ch. 479, §§ 1, 2; 2011, ch. 494, §§ 1-6; 
2012 cn. 515,88 1, 2 2012,.ch. 618.$. 122013, 
ch. 131, §§ 1-5; 2013, ch. 284, § 1; 2014, ch. 
653, § 1; 2014, ch. 874, §§ 1, 2; 2015, ch. 359, 
§§ 1,2; 2015, ch. 505, §§ 1-3; 2016, ch. 602, § 1; 
2016, ch. 785 §§ 1, 2; 2016, ch. 1043, §§ 1-21; 
2019, ch. 324, § 1, 2021, ch. 557, §§ 6-9), con- 
cerning Tennessee Health Services and Plan- 
ning Act of 2002, was repealed by Acts 2021, ch. 
557 §§ 1, 10-14, effective October 1, 2021. 


Effective Dates. 

Acts 2021, ch. 557, § 15. October 1, 2021; 
provided that for the purposes of rulemaking, 
the act took effect on May 26, 2021. 
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PART 18 
TENNESSEE HEALTH CARE DECISIONS ACT 


68-11-1803. Oral or written individual instructions — Advance direc- 
tive for health care — When effective — Decisions based on 
best interest assessment — Out-of-state directives — Con- 

“struction. 


(a) An adult or emancipated minor may give an individual instruction. The 
instruction may be oral or written. The instruction may be limited to take 
effect only if a specified condition arises. 

(b) An adult or emancipated minor may execute an advance directive for 
health care, which may authorize the agent to make any health care decision 
the principal could have made while having capacity. The advance directive 
must be in writing and signed by the principal. The advance directive must 
either be notarized or witnessed by two (2) witnesses. An advance directive 
remains in effect notwithstanding the principal’s last incapacity and may 
include individual instructions. For the purposes of this section, a witness 
shall be a competent adult, who is not the agent, and at least one (1) of whom 
is not related to the principal by blood, marriage, or adoption and would not be 
entitled to any portion of the estate of the principal upon the death of the 
principal under any will or codicil made by the principal existing at the time of 
execution of the advance directive or by operation of law then existing. A 
written advance directive shall contain an attestation clause that attests that 
the witnesses comply with the requirements of this subsection (b). 

(c) Unless otherwise specified in an advance directive, the authority of an 
agent becomes effective only upon a determination that the principal lacks 
capacity, and ceases to be effective upon a determination that the principal has 
recovered capacity. 

(d) A determination that an individual lacks or has recovered capacity, or 
that another condition exists that affects an individual instruction or the 
authority of an agent, must be made by the designated physician. In making 
such determination, a designated physician is authorized to consult with such 
other persons as the physician may deem appropriate. 

(e) An agent shall make a health care decision in accordance with the 
principal’s individual instructions, if any, and other wishes to the extent 
known to the agent. Otherwise, the agent shall make the decision in accor- 
dance with the agent’s determination of the principal’s best interest. In 
determining the principal’s best interest, the agent shall consider the princi- 
pal’s personal values to the extent known to the agent. 

(f) A health care decision made by an agent for a principal is effective 
without judicial approval. 

(g) An advance directive may include the individual’s nomination of a 
guardian of the person. 

(h) An advance directive that is executed outside of this state by a nonresi- 
dent of this state at the time of execution shall be given effect in this state, if 
that advance directive is in compliance with either this part or the laws of the 
state of the principal’s residence. 
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(i) No health care provider or institution, and no health care service plan, 
insurer issuing disability insurance, self-insured employee welfare benefit 
plan, or nonprofit hospital plan, shall require the issuance, execution or 
revocation of an organ donation consent form or advance directive as a 
condition for being insured for, or receiving health care. 

(j) Any living will, durable power of attorney for health care, or other 
instrument signed by the individual, complying with the terms of title 32, 
chapter 11, and a durable power of attorney for health care complying with the 
terms of title 34, chapter 6, part 2, shall be given effect and interpreted in 
accord with those respective acts. Any advance directive that does not evidence 
an intent to be given effect under those acts, but that complies with this part 


may be treated as an advance directive under this-part. 


History. 
Acts 2004, ch. 862, § 1; 2014, ch. 676, § 1. 


Amendments. 

The 2014 amendment, in (i), substituted “the 
issuance, execution or revocation of an organ 
donation consent form or advance directive” for 


“the execution or revocation of an advance 
directive” near the middle, and deleted the 
comma preceding “health care” at the end. 


Effective Dates. 
Acts 2014, ch. 676, § 2. April 14, 2014. 


NOTES TO DECISIONS 


1. Lack of Capacity. 

Evidence supported the trial court’s finding 
that the patient was incompetent in May 2010, 
given that her attending physician determined 
that she lacked capacity/competency to make 
health care decisions, which followed the pro- 
cedure contemplated by the Tennessee Health 
Care Decision Act; although portions of certain 
records could be argued to suggest recovered 
capacity, they were insufficient to overcome the 


determination of the patient’s designated phy- 
sician, who had primary responsibility for her 
health care, and no record that she had recov- 
ered capacity had been made. Bockelman v. 
GGNSC Gallatin Brandywood, LLC, — S.W.3d 
—, 2015 Tenn. App. LEXIS 753 (Tenn. Ct. App. 
Sept. 18, 2015), appeal denied, Bockelman v. 
GGNSC Gallatin Brandywood LLC, — S.W.3d 
—, 2016 Tenn. LEXIS 64 (Tenn. Jan. 20, 2016). 


68-11-1808. Determination of capacity — Compliance by health care 
provider or institution. 


NOTES TO DECISIONS 


1. Lack of Capacity. 

Evidence supported the trial court’s finding 
that the patient was incompetent in May 2010, 
given that her attending physician determined 
that she lacked capacity/competency to make 
health care decisions, which followed the pro- 
cedure contemplated by the Tennessee Health 
Care Decision Act; although portions of certain 
records could be argued to suggest recovered 
capacity, they were insufficient to overcome the 


determination of the patient’s designated phy- 
sician, who had primary responsibility for her 
health care, and no record that she had recov- 
ered capacity had been made. Bockelman v. 
GGNSC Gallatin Brandywood, LLC, — S.W.3d 
—, 2015 Tenn. App. LEXIS 753 (Tenn. Ct. App. 
Sept. 18, 2015), appeal denied, Bockelman v. 
GGNSC Gallatin Brandywood LLC, — 8.W.3d 
—, 2016 Tenn. LEXIS 64 (Tenn. Jan. 20, 2016). 


68-11-1812. Presumption of capacity. 


Law Reviews. 
Order at the End of Life: Establishing a Clear 
and Fair Mechanism for the Resolution of Fu- 


tility Disputes (Ashley Bassel), 63 Vand. L. Rev. 
491 (2010). 


68-11-2101 HEALTH 264 


PART 21 
STROKE TREATMENT 


68-11-2101. Part definitions. 


As used in this part: 

(1) “Board” means the board for licensing health care facilities; 

(2) “Capable of providing neuroendovascular treatment” means the capac- 
ity to: 

(A) Properly assess, diagnose using advanced imaging devices, and 
treat stroke patients with complex cases of ischemic stroke, including 
emergent large vessel occlusion causing the loss of blood supply to a part 
of the brain and requiring immediate treatment at a facility with a trained 
team of neurointerventional surgeons, vascular neurologists, and assist- 
‘ing medical personnel; and 

(B) Perform a mechanical thrombectomy twenty-four (24) hours per 
day, seven (7) days per week; 

(3) “Department” means the department of health; 

(4) “Stroke-related designation” means a designation including, but not 
limited to, a comprehensive stroke center, primary stroke center, acute 
stroke-ready hospital, or other stroke-related designation approved by rule 
by the board in consultation with the emergency medical services board. 


History. vided that for rulemaking purposes, the act 
Acts 2018, ch. 722, § 1. took effect on April 12, 2018. 


Effective Dates. 
Acts 2018, ch. 722, § 3. July 1, 2018; pro- 


68-11-2102. Recognition of hospitals with stroke-related designations. 


(a) The board shall promulgate rules establishing a procedure for recogniz- 
ing hospitals that have stroke-related designations. 

(b) The board shall recognize a stroke-related designation for a hospital if 
the hospital has an active certification as a comprehensive stroke center, 
primary stroke center, or acute stroke-ready hospital from a department- 
approved nationally recognized certifying body or a corresponding certification 
from a department-approved nationally recognized certifying body recognizing 
the hospital as capable of providing neuroendovascular treatment. The hospi- 
tal must maintain such certification in order to maintain recognition of its 
stroke-related designation. 

(c) If a hospital does not comply with the procedure established by the 
board, then the board shall remove any reference to the facility’s stroke-related 
designation from the board’s website along with any materials demonstrating 
the facility’s stroke-related designation. 


History. vided however that for rulemaking purposes, 
Acts 2018, ch. 722, § 1. the act took effect on April 12, 2018. 


Effective Dates. 
Acts 2018, ch. 722, § 3. July 1, 2018; pro- 
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CHAPTER 12 
TREATMENT OF DISABLED CHILDREN 


68-12-106. Enforcement of chapter — Advisory committee for chil- 


Compiler’s Notes. 
The advisory committee for children’s special 


dren’s special service created — Members. 


services, created by this section, terminates 
June 30, 2025. See §§ 4-29-112, 4-29-246. 


CHAPTER 14 


HOTELS, FOOD SERVICE ESTABLISHMENTS AND 


Section 


68-14-301. 
68-14-302. 
68-14-3038. 
68-14-304. 
68-14-305. 
68-14-306. 
68-14-307. 
68-14-308. 
68-14-309. 
68-14-310. 
68-14-311. 
68-14-312. 
68-14-313. 
68-14-314. 
68-14-315. 
68-14-316. 
68-14-317. 
68-14-318. 
68-14-319. 
68-14-320. 
68-14-321. 
68-14-322. 
68-14-323. 
68-14-324. 
68-14-325. 
68-14-326. 


68-14-701. 
68-14-702. 
68-14-7038. 
68-14-704. 
68-14-705. 
68-14-706. 
68-14-707. 
68-14-708. 
68-14-709. 
68-14-710. 
68-14-711. 
68-14-712. 
68-14-713. 
68-14-714. 
68-14-715. 


SWIMMING POOLS 


Part 3. Hotel and Public Swimming Pool Inspection Act 


Short title. 

Part definitions. 

Authority of commissioner. 

Hotels, food service establishments and swimming pools fund — Unexpended balance. 
Permits — Expiration — Transfer of permit not allowed — Posting. 
Application for permit — Inspection — Renewal. 
Suspension of permits. 

Permit revocation. 

Service of notice. 

Hearings. 

Application for permit after revocation. 

Permit fee for hotels. 

Permit fees for swimming pools — Display of permit. 
Exemptions from payment of permit fees. 

Fractional permit fees. 

Inspection recording and scoring. 

Correction of violations. 

Review and approval of plans and specifications. 

Employee health. 

Penalties. 

Injunctions. 

Inapplicable to certain privately owned swimming facilities. 
Commissioner — Rules and regulations — Waivers. 
[Repealed.] 

[Transferred.] 

[Transferred.] 


Part 7. Tennessee Food Safety Act 


Short title. 

Purposes of part. 

Part definitions. 

Authority of commissioner. 

Appropriation of moneys. 

Permits. 

Application for permit. 

Suspension of permit. 

Revocation of permit. 

Notice. 

Hearing — Appeals — Applicability. 
Application for new permit after revocation. 
Permit fees — Applicability. 

Exemptions from fees — Fractional permit fees. 
Inspection reports. 
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Section 
68-14-716. Correction of violations — Cessation of operations — Hearing on ordered corrective 


68-14-717. 
68-14-718. 
68-14-719. 
68-14-720. 
68-14-721. 
68-14-722. 
68-14-723. 
68-14-724. 
68-14-725. 
68-14-726. 


action — Resumption of operations. 

Examination or sampling of food — Hold order. 

Review and approval of plans and specifications. 

Containment of disease transmission by employees. 

Penalties. 

Injunctions. 

Sales by children. 

Quick fast food establishment delivery vehicles. 

Proof of financial responsibility for delivery vehicles owned by establishment. 

Maintenance of employee records — Fines for violations. 

Maintenance of required files — Requirements if contracting with company that 

provides drivers. 


PART 3 


HOTEL AND PUBLIC SWIMMING POOL INSPECTION 


ACT 


68-14-301. Short title. 


This part shall be known and may be cited as the “Hotel and Public 
Swimming Pool Inspection Act.” 


History. 


Acts 1985, ch. 171, § 4; 2013, ch. 182, § 22. 


68-14-302. Part definitions. 


As used in this part, unless the context otherwise requires: 
(1) “Alteration” shall be defined by rule, but shall not mean function 


replacement that equals or makes better the existing operation of the 
facility; 

(2) “Commissioner” means the commissioner of health, the commission- 
er’s duly authorized representative, and in the event of the commissioner’s 
absence or vacancy in the office of commissioner, the deputy commissioner; 

(3) “Critical items” means those aspects of operation or conditions of 
facilities or equipment that, if in violation, constitute the greatest hazards to 
health and safety, including imminent health hazards. Critical items shall 
include, but are not limited to, the following: 

(A) Restriction of employees with infection — (hotels, pools); 
(B) Proper cleanliness and good hygiene practices of employees — 

(hotels); 

(C) Proper sanitizing of utensils and equipment — (hotels); 
(D) Approved water supply, hot and cold running water under pressure 

— (hotels, pools); 

(EK) Sewage, liquid waste disposal — (hotels, pools); 

(F) No cross connection, backsiphonage — (hotels, pools); 

(G) Toilet and hand washing facilities for employees — (hotels); 
(H) Insects and rodents — (hotels); 

(I) Toxic items properly stored and labeled — (hotels); 

(J) Fire safety — (hotels); 

(K) Safety — (pools); 
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(L) Excessive turbidity — (pools); 
(M) Total absence of approved sanitizing residuals — (pools); 
(N) Failure or lack of filtration, sanitizing and cleaning equipment and 
chemicals — (pools); and 
(O) Absence or lack of required supervisory personnel — (pools); 

(4) “Department” means the department of health; 

(5) “Homeowners’ association” means a nonprofit corporation that man- 
ages or contracts for the management of the common areas of a residential 
multi-family housing development. A homeowners’ association is governed 
by a board of directors elected by a majority vote of the individual 
homeowners; 

(6) “Hotel” means any building or establishment kept, used, or main- 
tained as, or advertised as, or offered to the public to be, a place where 
sleeping accommodations are furnished for pay to transients or travelers, 
whether or not meals are served to transients or travelers; “hotel” does not 
include a short-term rental unit, as defined in § 13-7-602; 

(7) “Imminent health hazard” means any condition, deficiency, or practice 
that, if not corrected, is very likely to result in illness, injury, or loss of life 
to any person; 

(8) “Multi-family residential housing” means condominiums, subdivi- 
sions, and individual residential housing developments that share common 
grounds, parking facilities, tennis courts, swimming pools and similar 
recreational facilities that are operated by a homeowners’ association; 

(9) “Multi-family residential housing swimming pool” means a private 
swimming pool maintained by a homeowners’ association solely for the use 
and benefit of the members of the homeowners’ association and their guests; 

(10) “Person” means any individual, partnership, firm, corporation, 
agency, municipality, state or political subdivision, or the federal govern- 
ment and its agencies and departments; and 

(11) “Public swimming pools” means a structure of man-made materials, 
located either indoors or outdoors, used for bathing or swimming, or for 
instructional purposes in swimming, diving, or other aquatic activities by 
humans, together with buildings, appurtenances, and equipment used in 
connection with the structure. “Public swimming pools” also includes spa- 
type, wading, special purpose pools or water recreation attractions includ- 
ing, but not limited to, those operated at or in camps, child care facilities, 
cities, clubs, subdivisions, apartment buildings, counties, institutions, 
schools, motels, hotels, and mobile home parks to which admission may be 
gained with or without payment of a fee. 


History. 

Acts 1985, ch. 171, § 5; 1991, ch. 190, § 2; 
1994, ch. 848, § 1; 1995, ch. 383, § 2; 1995, ch. 
429, § 2; 1995, ch. 509, § 1; 2001, ch. 311, § 9; 
2008, ch. 230, §§ 1, 2; 2004, ch. 939, § 1; 2005, 
ch. 289, § 1; 2009, ch. 493, § 2; 2013, ch. 182, 
§ 23; 2014, ch. 636, § 1; 2018, ch. 972, § 2. 


Amendments. 
The 2013 amendment, as amended by Acts 
2014, ch. 636, § 1, effective July 1, 2015, de- 


leted the definitions of “auxiliary food service 
operation”, “food service establishment”, “po- 
tentially hazardous food”, and “temporary food 
service establishment” which read: “ ‘Auxiliary 
food service operation’ means a designated area 
located within or adjacent to a food service 
establishment sharing common ownership or 
management and whose primary purpose is 
serving beverages. For determining the amount 
of the permit fee for the food service establish- 
ment associated with the auxiliary food service 


68-14-302 


operation, all seating in the auxiliary food ser- 
vice operation shall be included in the seating 
count of the primary food service establish- 
ment; 

“(A) ‘Food service establishment’ means any 
establishment, place or location, whether per- 
manent, temporary, seasonal or itinerant, 
where food is prepared and the public is offered 
to be served, or,is served, food, including, but 
not limited to, foods, vegetables, or beverages 
not in an original package or container, food 
and beverages dispensed at soda fountains and 
delicatessens, sliced watermelon, ice balls, or 
water mixtures; 

“(B)(i) ‘Food service establishment’ includes 
any such places regardless of whether there is a 
charge for the food; 

“@i) ‘Food service establishment’ does not 
include private homes where food is preparéd 
or served and not offered for sale, retail food 
store operation other than delicatessen, the 
location of vending machines, and supply ve- 
hicles; 

“(i1i)(a) ‘Food service establishment’ does not 
include churches, temples, synagogues or other 
religious institutions, civic, fraternal, or veter- 
an’s organizations where food is prepared, 
served, transported, or stored by volunteer per- 
sonnel only on non-consecutive days; 

“(b) ‘Stored’ does not include the storage of 
unopened, commercially canned food, packaged 
bulk food that is not potentially hazardous, or 
dry goods for the purposes of this sentence; 

“(iv)(a) ‘Food service establishment’ does not 
include grocery stores that may, incidentally, 
make infrequent casual sales of uncooked foods 
for consumption on the premises, or any estab- 
lishment whose primary business is other than 
food service, that may, incidentally, make infre- 
quent casual sales of coffee or prepackaged 
foods, or both, for consumption on the premises; 

“(b) For the purposes of this subdivision 
(6)(B); 

“(v) ‘Infrequent casual sales’ means sales not 
in excess of fifty dollars ($50.00) per day on any 
particular day; 

“(vi) ‘Food service establishment’ does not 
include a location from which casual, occasional 
food sales are conducted solely in connection 
with youth-related amateur athletic or recre- 
ational activities or primary or secondary 
school-related clubs by volunteer personnel and 
that are in operation for twenty-four (24) con- 
secutive hours or less; 

“(vii) ‘Food service establishment’ does not 
include a catering business that employs no 
regular, full-time employees, the food prepara- 
tion for such business is solely performed 
within the confines of the principal residence of 
the proprietor, and the catering business makes 
only “occasional sales” during any thirty-day 
period; 

“(vili) ‘Food service establishment’ does not 
include a house or other residential structure 
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where seriously ill or injured children and their 
families are provided temporary accommoda- 
tions in proximity to their treatment hospitals 
and where food is prepared, served, trans- 
ported or stored by volunteer personnel; pro- 
vided, that the house or structure is supported 
by a § 501(c)(3) organization, as defined in 26 
U.S.C. § 501(c)(3), that has as a component of 
its mission the support of programs that di- 
rectly improve the health and well-being of 
children; 

“Potentially hazardous food’ means any food 
that consists in whole or in part of milk or milk 
products, eggs, meat, poultry, fish, shellfish, 
edible crustacea, or other ingredients, in a form 
capable of supporting rapid and progressive 
growth of infections or toxigenic microorgan- 
isms; 

““Temporary food service establishment” 
means a food service establishment that oper- 
ates at a fixed location in conjunction with an 
organized temporary event for more than one 
(1) day and not more than fourteen (14) con- 
secutive days.”; substituted “shall not mean” 
for “does not mean” in the definition of “altera- 
tion”; and rewrote the definition of “critical 
items” which read: “ Critical items’ means those 
aspects of operation or conditions of facilities or 
equipment that, if in violation, constitute the 
greatest hazards to health and safety, including 
imminent health hazards. These include: 

“(A) Approved food sources with no spoilage 
— (food service); 

“(B) Approved temperatures for potentially 
hazardous food — (food service); 

“(C) Facilities to maintain proper food tem- 
peratures — (food service); 

“(D) No reservice of unwrapped or potentially 
hazardous food — (food service); 

“(E) Restriction of employees with infection 
— (food service, hotels, pools); 

“(F) Proper cleanliness and good hygiene 
practices of employees — (food service, hotels); 

“(G) Proper sanitizing of utensils, equipment 
— (food service, hotels); 

“(H) Approved water supply, hot and cold 
running water under pressure — (food service, 
hotels, pools); 

“(I) Sewage, liquid waste disposal — (food 
service, hotels, pools); 

“(J) No cross connection, backsiphonage — 
(food service, hotels, pools); 

“(K) Toilet and handwashing facilities for 
employees — (food service, hotels); 

“(L) Insects and rodents — (food service, 
hotels); 

“(M) Toxic items properly stored, labeled — 
(food service, hotels); 

“(N) Fire safety — (hotels); 

“(O) Safety — (pools); 

“(P) Excessive turbidity — (pools); 

“(Q) Total absence of approved sanitizing 
residuals — (pools); 
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“(R) Failure or lack of filtration, sanitizing Effective Dates. 


and cleaning equipment and chemicals — Acts 2013, ch. 182, § 50. July 1, 2015; pro- 

(pools); and vided, that, for rulemaking purposes, the act 
“(S) Absence or lack of required supervisory shall take effect April 23, 2013. 

personnel — (pools);”. Acts 2014, ch. 636, § 3. April 4, 2014. 


The 2018 amendment added “‘hotel’ does not Acts 2018, ch. 972, § 3. May 17, 2018. 
include a short-term rental unit, as defined in 
§ 13-7-602;” at the end of the definition of 
‘Hotel’”. 


68-14-303. Authority of commissioner. 


The commissioner is authorized to: 

(1) Carry out or cause to be carried out this part; 

(2) Collect all fees established in this part and apply the fees in accor- 
dance with the procedures of the department of finance and administration 
to the necessary and incidental costs of administration of this part. Nothing 
in this subdivision (2) shall be construed to prohibit the department from 
receiving by way of general appropriation such sums as may be required to 
fund adequately the implementation of this part, as recommended in the 
annual budget by the governor to the general assembly; 

(3) Prescribe rules and regulations governing the alteration, construction, 
sanitation, safety and operation of hotels, and public swimming pools, as 
may be necessary to protect the health and safety of the public, and enforce 
compliance with these rules and regulations by every hotel and public 
swimming pool, and grant variances and waivers for public swimming pools 
from the requirements of this part or applicable rules and regulations; 
provided, that such variance or waiver shall not constitute a health or safety 
hazard as determined by the commissioner. The commissioner shall not 
prescribe any such rules and regulations that are in conflict with the 
minimum statewide building construction standards established by the 
state fire marshal pursuant to § 68-120-101; 

(4) Inspect or cause to be inspected at least once every six (6) months, and 
as often as the commissioner may deem necessary, every hotel in the state, 
and inspect or cause to be inspected at least once per month, and as often as 
the commissioner deems necessary, every public swimming pool in the state 
to determine compliance with this part and with rules and regulations; 

(5) Issue or cause to be issued, suspend and revoke permits to operate 
hotels and public swimming pools as provided in this part; 

(6) Notify the owner, proprietor, or agent in charge of any hotel or public 
swimming pool of such changes or alterations as may be necessary to effect 
compliance with this part and with rules and regulations governing the 
construction, alteration, and operation of the facilities, and close the facili- 
ties for failure to comply within specified times as provided in this part and 
in rules and regulations; 

(7) Enter into an agreement or contract with county health departments 
whereby the departments would implement this part or its equivalent in 
their respective areas of jurisdiction, if the commissioner deems it to be 
appropriate; provided, that the following conditions shall apply: 

(A) State reporting requirements shall be met by the county health 
department or departments; 
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(B) The county health department program standards shall be at least 
as stringent as those of state law and of rules and regulations; 

(C) The commissioner shall retain the right to exercise oversight and 
evaluation of performance of the county health department or depart- 
ments and terminate the agreement or contract for cause immediately or 
otherwise upon reasonable notice; 

(D) The commissioner may set such other fiscal, administrative, or 
program requirements as the commissioner deems necessary to maintain 
consistency and integrity of the statewide program; 

(E) Staffing and resources shall be adequate to implement and enforce 
the program in the local jurisdiction; 

(F) All permit fees, fines, and penalties shall be deposited directly into 
the state treasury; 

(G) Beginning with fiscal year 2004-2005, all fees under this chapter 

shall be reviewed biennially to determine the appropriateness and amount 
relative to the overall cost of the program; and 

(H)G) Ninety-five percent (95%) of permit fees collected within a contract 

county pursuant to §§ 68-14-312 — 68-14-314 shall be conveyed by 

contract to the respective county health department to assist the county 
health department in implementing the program in the local jurisdic- 
tion. This amount shall be calculated based upon fees collected in the 
contract county during the state’s fiscal year multiplied by ninety-five 

percent (95%); 

(ii) No contract county shall charge a local permit fee. By July 30 of 
each year, each contract county shall provide a report to the commis- 
sioner for the preceding fiscal year documenting the total cost relative to 
carrying out the provisions of the contract and the amount of state and 
local permit fees collected. The report shall be on a form provided by the 
commissioner. 


History. - 947, § 6; 2000, ch. 981, § 64; 2001, ch. 311, 

Acts 1985, ch. 171, § 6; 1988, ch. 637, § 1; §§ 10, 11; 2003, ch: 230, § 3; 2009, ch. 493, § 3; 
1988, ch. 680, § 1; 1988, ch. 1015, §§ 1, 4,5; 2010, ch. 614, § 1; 2010, ch. 1100, § 126; 2012, 
1989, ch. 262, §. 1; 1989, ch. 417, § 1; 2000, ch. ch. 575, § 1; 2013, ch. 182, § 24. 


68-14-304. Hotels, food service establishments and swimming pools 
fund — Unexpended balance. 


All moneys coming into the state treasury under this part from fees, fines, 
and penalties shall be appropriated to the department of health for the 
payment of necessary expenses incident to the administration of this part, as 
determined by the commissioner. Any unexpended balance of such fund in any 
fiscal year shall be retained by the department to be used to provide and/or 
expand training for food service operators and the department’s environmen- 
talists. 


History. 
Acts 1985, ch. 171, § 7; 2001, ch. 311, § 12. 
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68-14-305. Permits — Expiration — Transfer of permit not allowed — 
Posting. 


(a) No person shall operate a hotel who does not hold a valid permit issued 
to the person by the commissioner on or before July 1 of each year. 

(b) No person shall operate a public swimming pool who does not hold a 
valid permit issued to the person by the commissioner on or before April 1 of 
each year. 

(c) Every person now engaged in the business of operating a hotel or public 
swimming pool, and every person who, upon July 1, 2015, shall engage in such 
a business, shall procure a permit from the commissioner for each hotel or 
public swimming pool so operated or proposed to be operated. 

(d) Each permit for hotels shall expire on June 30 next following its 
issuance. 

(e) Each permit for public swimming pools shall expire on March 31 next 
following its issuance. 

(f) No permit shall be transferred from one (1) location or person to another. 

(g) Permits shall be posted in a conspicuous manner. 


History. 
Acts 1985, ch. 171, § 8; 1986, ch. 592, § 2; 
1989, ch. 417, § 3; 2013, ch. 182, § 25. 


68-14-306. Application for permit — Inspection — Renewal. 


(a)(1) Any person planning to operate a hotel or public swimming pool shall 

first make written application for a permit on forms provided by the 

commissioner. The application shall be completed and returned to the 
commissioner with the proper permit fee. 

(2) Prior to the approval of the application for a permit, the commissioner 
shall inspect the proposed facility to determine if the person applying for the 
permit is in compliance with the requirements of this part, and with 
applicable rules and regulations. The commissioner shall issue a permit to 
the applicant if the inspection reveals that the facility is in compliance with 
such requirements. 

(b) Applications for renewal of permits for existing hotels will be issued to 
operators prior to July 1 of each year. Applications for renewal of permits for 
existing public swimming pools shall be issued to operators prior to April 1 of 
each year. When completed applications and the proper permit fees are 
returned to the commissioner, the commissioner shall issue new permits to 
applicants. 


History. 
Acts 1985, ch. 171, § 9; 1986, ch. 592, § 2; 
2013, ch. 182, § 26. 


68-14-307. Suspension of permits. 


(a) The commissioner has the authority to suspend any permit to operate a 
hotel or public swimming pool issued pursuant to this part, if the commissioner 
has reasonable cause to believe that the permittee is not in compliance with 
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this part; provided, that the permittee shall be given the opportunity to correct 
violations as provided in § 68-14-317. 

(b) There shall be two (2) types of suspensions as follows: 

(1) A Class 1 suspension with an opportunity for a hearing prior to the 
effective date of the suspension; and 

(2) A Class 2 suspension to be effective immediately with an opportunity 
for a hearing after the effective date of the suspension. 

(c) Notice of either type of suspension may be given by the inspector on the 
inspector’s regular inspection form or by written notification from the commis- 
sioner. When a permit suspension is effective, all operations shall cease. Such 
suspensions may only be made if an imminent health hazard exists. 

(d) Awritten request for a hearing on either type of suspension shall be filed 
by the permittee within ten (10) days of the receipt of notice. This ten-day 
period may run concurrently with the ten-day period set forth in § 68-14- 
317(b). If a hearing is requested, it shall commence within a reasonable time 
of the request. If no request for a hearing is made within ten (10) days of the 
receipt of notice, the suspension becomes final and is not subject to review. 

(e) The commissioner may end the suspension at any time if reasons for the 
suspension no longer exist. 


History. 
Acts 1985; ch..171,$ )10; 2013, ch. 182, §) 27, 


68-14-308. Permit revocation. 


(a) The commissioner may, after providing opportunity for hearing, revoke a 
permit for serious or repeated violations of requirements of this part or for 
interference with the commissioner in the performance of the commissioner’s 
duty. 

(b) Prior to revocation, the commissioner shall notify, in writing, the 
permittee of the specific reason or reasons for which the permit is to be 
revoked, and that the permit shall be revoked at the end of ten (10) days 
following service of such notice, unless a written request for a hearing is filed 
with the commissioner within the ten-day period. If no request for hearing is 
filed within the ten-day period, the revocation of the permit becomes final. 


History. 
Acts 1985, ch. 171, § 11. 


68-14-309. Service of notice. 


A notice provided for in this part is properly served when it is delivered to the 
permittee or person in charge, or when it is sent by certified mail, return 
receipt requested, to the last known address of the permittee. A copy of the 
notice shall be filed in the records of the commissioner. 


History. 
Acts 1985, ch. 171, § 12. 
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68-14-310. Hearings. 


(a) The hearings provided for in this part shall be conducted by the 
commissioner in accordance with the Uniform Administrative Procedures Act, 
compiled in title 4, chapter 5. 

(b) Appeals. from any final decision after a hearing shall be pursued in 
accordance with the Uniform Administrative Procedures Act. 

(c) Subsections (a) and (b) do not apply in a county in which the health 
department is operating a program under § 68-14-303(7) that meets the 
minimum requirements of due process; provided, that appeals from final 
decisions made under such programs may be made to the commissioner, for the 
limited purpose of determining whether a material error of law was made at 
the county level. Such appeal to the commissioner shall not be de novo, but 
shall be limited to a review of the record of the hearing at the county level. 


History. 
Acts 1985, ch. 171, § 18. 


68-14-311. Application for permit after revocation. 


Whenever revocation of a permit becomes final, upon demonstration that the 
conditions which led to the revocation have been cured, the holder of the 
revoked permit may make written application for a new permit. 


History. 
Acts 1985, ch. 171, § 14; 2013, ch. 182, § 28. 


68-14-312. Permit fee for hotels. 


(a) The permit fee to operate a hotel shall be in accordance with the following 
schedules: 
No. of Rooms Amount of Fee 


1-50 $170.00 
51-150 $320.00 
151-250 $500.00 
251 and over $650.00 


(b) If the permit fee is delinquent for more than thirty (30) calendar days, a 
penalty fee of one-half (14) the permit fee shall be added to the permit fee. If a 
check is returned for any reason, a penalty of one-half (12) the permit fee shall 
be added to the permit fee. Each permit fee plus any penalty must be paid 
before the permit is issued. 

(c) The permit fee, plus any penalty shall be paid to the commissioner before 
the permit is issued. The permit shall be kept and displayed, in a conspicuous 
manner, properly framed, in the office or lobby of the hotel for which it is 
issued. 


History. 
Acts 1985, ch. 171, § 15; 2001, ch. 311, § 18. 
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68-14-313. Permit fees for swimming pools — Display of permit. 


(a)(1) The permit fee to operate a public swimming pool shall be three 

hundred forty dollars ($340). 

(2) If the permit fee is delinquent for more than thirty (30) calendar days, 

a penalty of one-half (14) the permit fee shall be assessed in addition to the 

permit fee. If a check is returned for any reason, a penalty of one-half (2) the 

permit fee shall be assessed in addition to the permit fee. The permit fee, 
plus any penalty, shall be paid to the commissioner before the permit is 
issued. 

(b) The permit shall be kept and displayed in a conspicuous manner, 
properly framed, at the pool for which it was issued. The permit fee shall not 
be collected by the commissioner if the permit is not issued in the calendar year 
in which the swimming pool is operated. 


History. 2001, ch. 311, § 18; 2013, ch. 182, § 29; T.C.A. 
Acts 1985, ch. 171, § 17; 1987, ch. 260, § 3; § 68-14-314. 


68-14-314. Exemptions from payment of permit fees. 


Institutions and organizations that have received a determination of exemp- 
tion from the internal revenue service under 26 U.S.C. § 501(c)(19) of the 
Internal Revenue Code, and that are currently operating under such exemp- 
tion shall be exempt from the payment of the permit fees required for a public 
swimming pool. The exemption is expressly limited to the payment of fees and 
does not exempt these organizations from any other provisions of this part. 


History. 1996, ch. 785, § 1; 2009, ch. 493, § 1; 2018, ch. 
Acts 1985, ch. 171, § 18; 1986, ch. 564,§ 1; 182, § 30; T.C.A. § 68-14-315. 


68-14-315. Fractional permit fees. 


(a) When application is made for a permit to operate any hotel after January 
1 of any year, the fee charged for the permit shall be one-half (4) the annual 
rate. 

(b) When application is made for a permit to operate any public swimming 
pool after October 1 of any year, the fee charged for the permit shall be one-half 
(4%) the annual rate. 

(c) When the hotel was subject to permit requirements prior to January 1 of 
any year, or where the public swimming pool was subject to permit require- 
ments prior to April 1 of any year, no such fractional rate shall be allowed. 


History. 1996, ch. 785, § 1; 2009, ch. 493, § 1; 2013, ch. 
Acts 1985, ch. 171, § 18; 1986, ch: 564, § 1;. 182, § 31; T.C.A. § 68-14-3166. 


68-14-316. Inspection recording and scoring. 


(a) Inspection results for hotels and swimming pools shall be recorded on 
standard departmental forms that summarize the requirements of the law and 
of rules and regulations. 
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(b)(1) The scoring system for inspections shall include a weighted point value 
for each requirement in which critical requirements are assigned values of 
four (4) and five (5) points, with less critical items having assigned values of 
one (1) and two (2) points. 

(2) The rating score of the facilities shall be the total of the weighted point 
values for all violations subtracted from one hundred (100). 
(c) Acopy of the completed inspection report shall be furnished to the person 

in charge of the facility at the conclusion of the inspection. 


History. 
Acts 1985, ch. 171, § 20; 1996, ch. 555, § 1; 
20138, ch. 182, § 32; T.C.A. § 68-14-317. 


68-14-317. Correction of violations. 


(a)(1) The completed inspection report shall specify a reasonable period of 

time for correction of violations found. 

(2) If, after the first reinspection, the item or items noted in violation 
remain in violation, according to the inspection report, the department shall 
provide for the supervisor of the employee making the prior inspections to 
accompany the employee for the second and any subsequent reinspections 
required for the same continuing item or items in violation. 

(3) The correction of violations shall be accomplished within the time 
periods specified below: 

(A) If an imminent health hazard exists, sewage back-up into the 
facility, or contaminated water supply, the facility shall immediately cease 
operations until authorized to reopen by the commissioner; 

(B) All violations of critical items shall be corrected as soon as possible 
and in any event within ten (10) days following inspection. A follow-up 
inspection may be made for confirmation; 

(C) All other items shall be corrected as soon as possible, but no later 
than the time of the next routine inspection; 

(D) When the overall rating score of any facility is less than seventy (70) 
on forms prepared pursuant to § 68-14-316, the facility shall initiate 
corrective action on all identified violations within forty-eight (48) hours. 
One (1) or more inspections shall be conducted at reasonable intervals to 
assure correction. 

(b) The inspection report shall state that failure to comply with any time 
limits specified by the commissioner for correction may result in cessation of 
operations. An opportunity for a hearing on the ordered corrective action shall 
be provided if a written request is filed with the commissioner within ten (10) 
days following cessation of operations. If a request for a hearing is received, a 
hearing shall be held within a reasonable time after receipt of the request. 

(c) Whenever a facility is required under this section to cease operations, it 
shall not resume operations until it is shown on reinspection that conditions 
responsible for the order to cease operations no longer exist. Opportunity for 
reinspection shall be offered within a reasonable time. 


History. 3; 1989, ch. 262, §§ 2-4; 2013, ch. 182, § 33; 
Acts 1985, ch. 171, § 21; 1988, ch. 1015, §§ 2, T.C.A. § 68-14-318. 
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68-14-318. Review and approval of plans and specifications. 


Whenever a hotel or swimming pool is constructed or extensively remodeled, 
or whenever an existing structure is converted to use as a hotel, plans and 
specifications shall be submitted to the commissioner for review and approval 
before construction, remodeling, or conversion is begun. The plans and 
specifications shall indicate the proposed layout, arrangement, mechanical 
plans, construction materials and work areas, and the type and model of 
proposed fixed equipment and facilities. The commissioner shall approve the 
plans and specifications, if they meet the requirements of this part and rules 
and regulations. No hotel or swimming pool shall be constructed, extensively 
remodeled, or converted except in accordance with plans and specifications 
approved by the commissioner. 


History. i 
Acts 1985, ch. 171, § 23; 2013, ch. 182, § 34; 
T.C.A. § 68-14-320. 


68-14-319. Employee health. 


When the commissioner has reasonable cause to suspect possible disease 
transmission by an employee of the facility, the commissioner may obtain 
information about any recent illness of the employee or make other investiga- 
tions as may be indicated. The commissioner may require any of the following: 

(1) The immediate exclusion of the employee from employment in the 
hotel or public pool; 

(2) The immediate closing of the facility until, in the commissioner’s 
opinion, no further danger of disease outbreak exists; 

(3) Restricting the employee’s service to some area of the facility where 
there would be little likelihood of transmitting disease; or 

(4) Adequate medical and laboratory examinations of the employee and of 
other employees. 


History. 
Acts 1985, ch. 171, § 24; 20138, ch. 182, § 35; 
T.C.A. § 68-14-321. 


68-14-320. Penalties. 


Any person operating a hotel or public swimming pool who fails or refuses to 
comply with any provision of this part or with rules and regulations, obstructs 
or hinders the regulatory authority in the discharge of the regulatory authori- 
ty’s duties, or otherwise operates a hotel or swimming pool in violation of this 
part or of rules and regulations commits a Class C misdemeanor. Each day of 
operation after notice of non-compliance of violation has been given and such 
violation has not been corrected constitutes a separate offense. 


History. 
Acts 1985, ch. 171, § 25; 1989, ch. 591, § 113; 
2013, ch. 182, § 36; T.C.A. § 68-14-322. 
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68-14-321. Injunctions. 


When the commissioner has reason to believe that a person is causing, is 
about to cause, or has caused a violation of this part or of the rules and 
regulations promulgated under this part, the commissioner may initiate 
proceedings in either the chancery court of Davidson County or the chancery 
court of the county where the violation is occurring for injunctive relief to 
prevent the continuance of the violation or to correct the conditions resulting 
in, or about to result in, the violation. 


History. 
Acts 1985, ch. 171, § 26; 2013, ch. 182, § 37; 
T.C.A. § 68-14-323. 


68-14-322. Inapplicable to certain privately owned swimming facili- 
ties. 


This part shall not apply to privately owned swimming facilities that are 
constructed upon private property by a group of not more than twenty (20) 
households. 


History. 
Acts 1989, ch. 318, § 1; 2013, ch. 182, § 38; 
T.C.A. § 68-14-325. 


68-14-323. Commissioner — Rules and regulations — Waivers. 


The commissioner may grant waivers from rules and regulations governing 
public swimming pools in excess of fifty thousand square feet (50,000 sq. ft.), or 
may promulgate additional rules and regulations governing such pools. Waiv- 
ers or regulations shall be designed to protect the health, safety, and welfare of 
patrons when adequate standards do not exist to provide sufficient guidance 
regarding preventive maintenance, pool structure, operating systems, water 
turnover, circulatory systems, or innovative designs due to the size of the 
public swimming pools or due to the source of water supply for such pools. 


History. 
Acts 1991, ch. 190, § 1; 2013, ch. 182, § 39; 
T.C.A. § 68-14-326. 


68-14-324. [Repealed.] 


Compiler’s Notes. 

Former § 68-14-324 (Acts 1988, ch. 506, § 1), 
concerning sales by children, was repealed by 
Acts 2013, ch. 182, § 40, effective July 1, 2015. 


68-14-325. [Transferred. | 


Compiler’s Notes. 
Acts 2013, ch. 182, § 38 transferred this 
section to § 68-14-322, effective July 1, 2015. 
For the table of disposition regarding the 


For the table of disposition regarding the 
transfers and amendments made by Acts 2018, 
ch. 182, effective July 1, 2015, please see the 
Compiler’s Notes under § 68-14-301. 


transfers and amendments made by Acts 2013, 
ch. 182, effective July 1, 2015, please see the 
Compiler’s Notes under § 68-14-301. 
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68-14-326. [Transferred.] 


Compiler’s Notes. transfers and amendments made by Acts 2013, 
Acts 2013, ch. 182, § 39 transferred this ch. 182, effective July 1, 2015, please see the 
section to § 68-14-3238, effective July 1, 2015. Compiler’s Notes under § 68-14-301. 
For the table of disposition regarding the 


PART 7 
TENNESSEE FOOD SAFETY ACT 


68-14-701. Short title. 


This part shall be known and may be cited as the “Tennessee Food Safety 
Act.” 


History. 
Acts 2018, ch. 182, § 43. 


68-14-702. Purposes of part. 


(a) It is the purpose of this part to ensure that foods served for public 
consumption in Tennessee are safe as prepared, served and delivered. 
(b)(1) It is the further purpose of this part that, notwithstanding any law to 
the contrary, and except as provided under subdivision (b)(2), this state is 
the exclusive regulator of food and drink, food and drink content, amount of 
food and drink content, and food and drink ingredients in this state, and a 
local government, as that term is defined in § 7-51-2001, shall not impose a 
tax, fee, or otherwise regulate the wholesale or retail sale, manufacture, or 
distribution of any food or drink, food or drink content, amount of food or 
drink content, or food or drink ingredients, except as authorized under title 
67, chapter 6, or § 67-4-504, or pursuant to a contract with the department 
of agriculture. 
(2) This subsection (b) does not: 

(A) Prohibit a local government from regulating zoning, building codes, 
locations, hours of operation, or the issuance of permits, or from perform- 
ing any other local governmental functions as authorized by existing state 
law, with respect to food and drink sellers and vendors, vending machine 
operators, food establishments, and food service establishments; or 

(B) Prohibit a local department of health from enforcing existing state 
laws and rules pursuant to a contract with the state department of health. 


History. Effective Dates. 
Acts 20138, ch. 182, § 44; 2019, ch. 158, § 3. Acts 2019, ch. 158, § 5. April 12, 2019. 
Amendments. 


The 2019 amendment added (b). 


68-14-703. Part definitions. 


As used in this part: 
(1) “Alteration” shall be defined by rule, but shall not mean function 
replacement that equals or makes better the existing operation of the 
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facility; 

(2) “Auxiliary food service operation” means a designated area located 
within or adjacent to a food service establishment sharing common owner- 
ship or management, and whose primary purpose is serving beverages. For 
determining the amount of the permit fee for the food service establishment 
associated with the auxiliary food service operation, all seating in the 
auxiliary food service operation shall be included in the seating count of the 
primary food service establishment; 

(3) “Commissioner” means the commissioner of health, the commission- 
er’s duly authorized representative, and in the event of the commissioner’s 
absence or vacancy in the office of commissioner, the deputy commissioner; 

(4) “Demonstration of knowledge” means the ability to demonstrate 
knowledge of food safety principles as applicable to establishments regu- 
lated in accordance with this part. For the purposes of this part, “demon- 
stration of knowledge” may be accomplished by one (1) or more of the 
following means: 

(A) Completing an inspection that reflects no priority item violation; 

(B) Employing at least one (1) person certified as a food protection 
manager who has shown proficiency of food protection information 
through passing a test that is part of a certification program evaluated and 
listed by an accrediting agency recognized by the Conference for Food 

Protection as conforming to the Conference for Food Protection Standards 

for Accreditation of Food Protection Manager Certification Programs; or 

(C) Responding correctly to food protection questions related to the 
specific food operation. A person responding to the questions may be aided 
by the utilization of food safety procedures posted prominently for employ- 
ees who may use the procedures as reference guides. The commissioner 
shall assist establishments that request information relative to risks 
associated to their specific food operation, which may be posed as ques- 
tions during the inspection; 

(5) “Department” means the department of health; 

(6) “Employee” means a person: 

(A) In charge of a food establishment; 

(B) Engaged in the preparation of food or drink; 

(C) Engaged in service of food to the establishment’s guests or clientele; 
or 

(D) Engaged in ware washing; 

(7) “Extensive remodeling” means the repair, construction, alteration or 
installation of new equipment, modification of existing equipment or fix- 
tures, changes in floor plan layout, addition of new processes, expansion to 
new space, or significant changes to use of space or equipment; 

(8) “Food Code” means the 2009 Food Code as published by the United 
States department of health and human services, public health service, food 
and drug administration; 

(9)(A) “Food service establishment” means any establishment, place or 

location, whether permanent, temporary, seasonal or itinerant, other than 

retail food stores, where food is prepared and the public is offered to be 
served or is served food, including, but not limited to, foods, vegetables, or 
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beverages not in an original package or container, food and beverages 

dispensed at soda fountains and delicatessens, sliced watermelon, ice 

balls, or water mixtures; 

(B) “Food service establishment” includes places identified in subdivi- 
sion (9)(A) regardless of whether there is a charge for the food; 

(C) “Food service establishment” does not include private homes where 
food is prepared or served and not offered for sale, retail food store 
operations, food service establishments located within a retail food store, 
the location of vending machines, and supply vehicles; 

(D) “Food service establishment” does not include churches, temples, 
synagogues or other religious institutions, civic, fraternal, or veteran’s 
organizations where food is prepared, served, transported, or stored by 
volunteer personnel only on non-consecutive days. However, the storage of 
unopened, commercially canned food, packaged bulk food that is not 

. potentially hazardous, and dry: goods shall not apply for these purposes; 

(E) “Food service establishment” does not include grocery stores that 
may, incidentally, make infrequent casual sales of uncooked foods for 
consumption on the premises, or any establishment whose primary 
business is other than food service, that may, incidentally, make infre- 
quent casual sales of coffee or prepackaged foods, or both, for consumption 
on the premises. For the purposes of this subdivision (9)(E), “infrequent 
casual sales” means sales not in excess of one hundred fifty dollars ($150) 
per day on any particular day; 

(F) “Food service establishment” does not include a location from which 
casual, occasional food sales are conducted solely in connection with 
youth-related amateur athletic or recreational activities or primary or 
secondary school-related clubs by volunteer personnel and that are in 
operation for twenty-four (24) consecutive hours or less; 

(G) “Food service establishment” does not include a catering business 
that employs no regular, full-time employees, the food preparation for such 
business is solely performed within the confines of the principal residence 
of the proprietor, and the catering business makes only “occasional sales” 
during any thirty-day period; and 

(H) “Food service establishment” does not include a house or other 
residential structure where seriously ill or injured children and their 
families are provided temporary accommodations in proximity to their 
treatment hospitals and where food is prepared, served, transported or 
stored by volunteer personnel; provided, that the house or structure is 
supported by a § 501(c)(3) organization, as defined in 26 U.S.C. 
§ 501(c)(3), that has as a component of its mission the support of programs 
that directly improve the health and well-being of children; 

(10) “Imminent health hazard” means any condition, deficiency, or prac- 
tice that, if not corrected, is very likely to result in illness, injury, or loss of 
life to any person; 

(11) “Person” means any individual, partnership, firm, corporation, 
agency, municipality, state or political subdivision, or the federal govern- 
ment and its agencies and departments; 

(12) “Person in charge” means an individual present at a food service 
establishment who is responsible for the operation at the time of inspection. 
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A person in charge shall be present at the establishment during food 
preparation and handling, and may put instructions in place for cleaning or 
preparing the establishment prior to the preparation of any food or beverage; 

(13) “Quick fast food establishment” means those food establishments 
that only prepare food to be eaten off premises and that provide delivery 
services for such food but provide no set up, serving, or clean-up services; 
and 

(14) “Temporary food service establishment” means a food service estab- 
lishment that operates at a fixed location in conjunction with an organized 
temporary event for more than one (1) day and not more than fourteen (14) 
consecutive days. 


History. for a period of time of’ near the end of the 
Acts 2013, ch. 182, § 45; 2014, ch. 636, § 2. definition of “temporary food service establish- 
ment”. 
Amendments. 


The 2014 amendment, effective July 1, 2015, 
at 12:01 am, substituted “fixed location in con- 
junction with an organized temporary event for 
more than one (1) day and” for “fixed location 


Effective Dates. 
Acts 2014, ch. 636, § 3. July 1, 2015, at 12:01 
a.m. 


68-14-704. Authority of commissioner. 


The commissioner is authorized to: 

(1) Carry out or cause to be carried out all provisions of this part; 

(2) Collect all fees established pursuant to this part and apply the fees in 
accordance with the procedures of the department of finance and adminis- 
tration to the necessary and incidental costs of the administration of this 
part. Nothing in this subdivision (2) shall be construed to prohibit the 
department from receiving by way of general appropriation such sums as 
may be required to fund adequately the implementation of this part, as 
recommended in the annual budget by the governor to the general assembly; 

(3) Prescribe rules and regulations, including emergency rules, governing 
the alteration, construction, sanitation, safety of food and operation of food 
service establishments as may be necessary to protect the health and safety 
of the public, and require food service establishments to comply with these 
rules and regulations. A non-elected body of any municipality, county, or 
metropolitan government shall not enact any ordinance or issue any rule or 
regulation pertaining to food safety or the provision of nutritional informa- 
tion related to food or drink, or otherwise regulate menus at food service 
establishments. If, upon July 1, 2015, the federal government takes action 
regarding the provision of food nutritional information at food service 
establishments, and the federal action specifically authorizes state agencies 
to enforce such action, then the department of health shall be the depart- 
ment that is primarily responsible for the implementation and supervision of 
any new requirements and shall have the authority to promulgate rules and 
regulations, pursuant to the Uniform Administrative Procedures Act, com- 
piled in title 4, chapter 5, as are necessary to effectuate the purposes of such 
requirements. The rules and regulations prohibiting live animals in the 
presence of dining facilities shall be waived if an adequately engineered 
forced air exhaust system is installed for the permitted facility. The rules 
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and regulations requiring that food be obtained from sources that comply 
with all laws relating to food and food labeling shall be waived for churches, 
temples, synagogues and other religious institutions, civic, fraternal or 
veterans’ organizations, if the food is served only to the homeless and the 
food is prepared in a church, temple, synagogue or other religious institu- 
tion, civic, fraternal, or veterans’ organization or in a private home or homes 
by persons who have successfully completed a training course of at least two 
(2) hours, conducted by the department, and the consumer is informed by a 
clearly visible placard, readily understandable to the average person, stating 
that the food may have been prepared in a facility that is not subject to 
regulation or inspection by the department. The commissioner shall not 
prescribe any such rules and regulations in conflict with the minimum 
statewide building construction standards established by the state fire 
marshal pursuant to § 68-120-101. The rules with respect to food tempera- 
ture shall be specific with respect to the types of food prepared and the risks 
presented by those foods. Except as specifically provided herein, the com- 
missioner may adopt, by rule and regulation, all or part of the Food Code; 

(4) Inspect or cause to be inspected as often as the commissioner, in the 
commissioner’s discretion, may deem necessary, every food service establish- 
ment in the state as authorized by this part, with the exception of those food 
service establishments licensed by the department of mental health, to 
determine compliance with this part and with rules and regulations; 

(5) Issue or cause to be issued, suspend, and revoke permits to operate 
food service establishments as provided in this part; 

(6) Notify the owner, proprietor, or agent of any food service establish- 
ment of such changes or alterations as may be necessary to effect complete 
compliance with this part and with rules and regulations governing the 
construction, alteration, and operation of the facilities, and close the facili- 
ties for failure to comply within specified times as provided in this part and 
rules and regulations; 

(7) Enter into agreements or contracts with county health departments 
for the departments to implement this part or its equivalent in their areas of 
jurisdiction, if the commissioner deems it to be appropriate; provided, that 
the following conditions shall apply: 

(A) State reporting requirements shall be met by the county health 
department or departments; 

(B) The county health department program standards shall be identical 
to those of the state law and to rules and regulations; 

(C) The commissioner shall retain the right to exercise oversight and 
evaluation of performance of the county health department or depart- 
ments and terminate the agreement or contract for cause immediately or 
otherwise upon reasonable notice; 

(D) The commissioner may set such other fiscal, administrative, or 
program requirements as the commissioner deems necessary to maintain 
consistency and integrity of the statewide program; 

(E) Staffing and resources shall be adequate to implement and enforce 
the program in the local jurisdiction; and 

(F) Contract county health departments that collect the applicable 
permit fees from food establishments located within the county shall 
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retain one hundred percent (100%) of the permit fees and penalty fees. 
Contract counties that utilize the services of the department for the 
collection of permit fees shall receive ninety-five percent (95%) of permit 
fees collected within a contract county pursuant to §§ 68-14-705 — 
68-14-707. This amount shall be calculated based upon fees collected in 
the contract county during the state’s fiscal year multiplied by ninety-five 
percent (95%); 

(8)(A) Upon the application of a food service establishment for a variance 
based on a showing of good cause and an affirmative demonstration that 
the risks to the public attendant to the limited activities have been 
mitigated, the commissioner shall grant the establishment a variance 
from the limitations in the Food Code regarding restrictions pertaining to 
bare hand contact. A request for a variance shall be granted or denied 
within sixty (60) days of the commissioner’s receipt of the application for 
variance. A request for a variance shall include the following information: 

(i) A listing of the specific ready-to-eat foods that are touched by bare 
hands; 

(ii) Diagrams and other information showing that hand washing 
facilities are located and equipped as prescribed by the applicable 
provisions of the Food Code; 

(iii) An employee health policy documenting that the food service 
establishment complies with: 

(a) The person in charge requirements; and 
(b) Requirements for monitoring the health of food service 
employees; 

(iv) Documentation that food service employees have received train- 
ing on the: 

(a) Risks of contacting ready-to-eat foods with bare hands; 
(b) Proper hand washing; 
(c) Proper fingernail maintenance; 
(d) Prohibition on jewelry; 
(e) Good hygienic practices; and 
(B) Documentation that food employees contacting ready-to-eat foods 
with bare hands used two (2) or more of the following control measures: 

(i) Double hand washing; 

(ii) Nail brushes; 

(iii) A hand antiseptic after hand washing; 

(iv) Incentive programs that assist or encourage food service employ- 
ees not to work when they are ill; or 

(v) Other control measures approved by the commissioner; and 
(C) Notwithstanding any provision of the Food Code to the contrary, the 

commissioner shall not require any further documentation for the grant- 
ing of a variance other than those contained in this section. 


History. 
Acts 20138, ch. 182, § 46. 
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68-14-705. Appropriation of moneys. 


All moneys coming into the state treasury pursuant to this part from fees, 
fines, and penalties shall be appropriated to the department of health for the 
payment of necessary expenses incident to the administration of this part, as 
determined by the commissioner. Any unexpended balance of the fund in any 
fiscal year shall be retained by the department to be used to provide or expand 
training for food service operators and the department’s environmentalists. 


History. 
Acts 2013, ch. 182, § 47. 


68-14-706. Permits. 


(a) No person shall operate a food service establishment who does not hold a 
valid permit issued to the person by the commissioner on or before July 1 of 
each year or as the commissioner may otherwise provide by rule and regula- 
tion. 

(b) Every person now engaged in the business of operating a food service 
establishment, and every person who, upon July 1, 2015, engages in such a 
business, shall procure a permit from the commissioner for each food service 
establishment so operated or proposed to be operated. 

(c) Each permit for food service establishments shall expire on June 30 next 
following its issuance or as the commissioner may otherwise provide by rule. 

(d) No permit shall be transferred from one location or person to another. 

(e) The permit shall be kept and displayed in a conspicuous manner and 
visible to the public in the food service establishment for which it is issued. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-707. Application for permit. 


(a)(1) Any person planning to operate a food service establishment shall first 

submit an application for a permit on forms provided by the commissioner. 

The application shall be completed and submitted to the commissioner with 

the proper permit fee. 

(2) Prior to the approval of the application for a permit, the commissioner 
shall inspect the proposed facility to determine if the person applying for the 
permit is in compliance with the requirements of this part and with 
applicable rules and regulations. The commissioner shall issue a permit to 
the applicant if the inspection reveals that the facility is in compliance with 
such requirements. 

(b) Applications for renewal of permits for existing food service establish- 
ments will be issued to the operators prior to July 1 of each year or as the 
commissioner may provide by rule. When completed applications and the 
proper permit fees are returned to the commissioner, the commissioner shall 
issue new permits to applicants. 


History. 
Acts 20138, ch. 182, § 48. 
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68-14-708. Suspension of permit. 


(a) The commissioner has the authority to suspend any permit to operate a 
food service establishment issued pursuant to this part if the commissioner has 
reasonable cause to believe that the permittee is not in compliance with this 
part; provided, that the permittee shall be given the opportunity to correct 
violations as provided in § 68-14-709. 

(b) Suspension of permits, other than those for temporary food service 
establishments shall be of two (2) types: 

(1) A Class 1 suspension, which provides an opportunity for a hearing 
prior to the effective date of the suspension; and 

(2) A Class 2 suspension, which provides an opportunity for a hearing 
after the effective date of the suspension, and is effective immediately. 

(c) Notice of either type of suspension may be given by the inspector on the 
inspector’s regular inspection form or by written notification from the commis- 
sioner. When a permit suspension is effective, all operations shall cease. Class 
2 suspensions shall only be issued if an imminent health hazard exists. 

(d) Awritten request for a hearing on either type of suspension shall be filed 
by the permittee within ten (10) days of the receipt of notice. This ten-day 
period may run concurrently with the ten-day period set forth in § 68-14-709. 
If a hearing is requested, it shall be commenced within a reasonable time of the 
request. If no request for a hearing is made within ten (10) days of the receipt 
of notice, the suspension becomes final and is not subject to review. 

(e) The commissioner may end the suspension at any time if reasons for 
suspension no longer exist. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-709. Revocation of permit. 


(a) The commissioner may, after providing opportunity for a hearing, revoke 
a permit for serious or repeated violations of requirements of this part or for 
interference with the commissioner in the performance of the commissioner’s 
duty. 

(b) Prior to revocation, the commissioner shall notify, in writing, the 
permittee of the specific reason or reasons for which the permit is to be 
revoked, and that the permit shall be revoked at the end of ten (10) days 
following service of such notice, unless a written request for a hearing is filed 
with the commissioner within the ten-day period. If no request for hearing is 
filed within the ten-day period, the revocation of the permit becomes final. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-710. Notice. 


A notice provided for in this part is properly served when it is delivered to the 
permittee or person in charge, or when it is sent by certified mail, return 
receipt requested, to the last known address of the permittee. A copy of the 
notice shall be filed in the records of the commissioner. 
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History. 
Acts 2013, ch. 182, § 48. 


68-14-711. Hearing — Appeals — Applicability. 


(a) The hearings provided for in this part shall be conducted by the 
commissioner in accordance with the Uniform Administrative Procedures Act, 
compiled in title 4, chapter 5. 

(b) Appeals from any final decision after a hearing shall be pursued in 
accordance with the Uniform Administrative Procedures Act, compiled in title 
4, chapter 5, part 3. 

(c) Subsections (a) and (b) shall not apply in a county in which the health 
department is operating a program pursuant to § 68-14-704(7) that meets the 
minimum requirements of due process; provided, that appeals from final 
decisions made under such programs may be made to the commissioner, for the 
limited purpose of determining whether a material error of law was made at 
the county level. Such appeal to the commissioner shall not be de novo, but 
shall be limited to a review of the record of the hearing at the county level. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-712. Application for new permit after revocation. 


Whenever the revocation of a permit becomes final, upon demonstration that 
the conditions that led to the revocation have been cured, the holder of the 
revoked permit may make written application for a new permit. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-713. Permit fees — Applicability. 


(a)(1) The permit fee to operate a food service establishment shall be in 
accordance with the following schedule: 


No. of Seats Fee Amount 
0-50 $210 
51 or more seats $360 


(2) Auxiliary food service operations shall pay a permit fee of one hundred 
dollars ($100); 

(3) Temporary food service establishments shall pay a permit fee of thirty 
dollars ($30.00); 

(4) Child care center food service establishments and congregate meal 
sites funded through the commission on aging and disability that are food 
service establishments shall pay according to the following schedule: 


No. of Seats Fee Amount 
0-50 $50.00 
51 or more seats $80.00 


(5) School food services establishments shall pay a permit fee of eighty 
dollars ($80.00). 
(b) This section shall not apply to family child care homes, as defined in 
§ 71-3-501. 
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(c) Ifthe permit fee is delinquent for more than thirty (30) calendar days, a 
penalty fee of one-half (14) the permit fee shall be assessed, in addition to the 
permit fee. If a check is returned for any reason, a penalty fee of one-half (14) 
the permit fee shall be assessed in addition to the permit fee. The permit fee, 
plus any penalty, shall be paid before the permit is issued. 

(d) When an institution operates several group homes within close proxim- 
ity to each other, the permit fee established in this section shall be assessed 
only against the institution and not against each individual group home. 

(e) This section shall not apply to a blind vendor subject to § 71-4-501. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-714. Exemptions from fees — Fractional permit fees. 


(a) Churches, schools, civic, fraternal or veterans’ organizations serving food 
are exempt from the payment of food service establishment permit fees; 
provided, that food is served on no more than fifty-two (52) separate days in 
one (1) fiscal year. The exemption is expressly limited to the payment of fees 
and shall not exempt these organizations from any other provisions of this 
part. 

(b) In addition to the exemption established in subsection (a), churches 
involved in the sale of food at a four-day, multi-regional event sponsored by a 
local chamber of commerce, whose primary purpose is to generate economic 
interest in the regions, shall further be exempt from the payment of food 
service establishment permit fees for the event. 

(c) Abona fide charitable or nonprofit organization that operates a food bank 
and an on-site feeding program for the free distribution of food to combat 
poverty and hunger shall be exempt from the payment of food service 
establishment permit fees. 

(d) When application is made for a permit to operate any food service 
establishment after January 1 of any year, or such other date as the 
commissioner may establish by rule and regulation, the fee charged for the 
permit shall be one-half (2) the annual rate; provided, however, that where the 
establishment was subject to permit requirements prior to January 1 or such 
other date as the commissioner may establish by rule and regulation, of any 
year, no such fractional rate shall be allowed. 


History. 
Acts 20138, ch. 182, § 48. 


68-14-715. Inspection reports. 


(a) Inspection results for food service establishments shall be recorded on 
standard departmental forms that summarize the requirements of the law and 
rules and regulations. 

(b) A copy of the completed inspection report shall be furnished in a manner 
prescribed by the commissioner to the person in charge of the facility at the 
conclusion of the inspection. 
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(c) The most current inspection report furnished to the operator or person in 
charge of the establishment shall be posted in a conspicuous manner. If any 
violation noted on the report is required to be corrected within ten (10) days of 
the issuance of the report and the department determines that the violation 
has been corrected within the period of time, then a final report without 
notation of the violation shall be furnished to the operator or person in charge 
of the food service establishment and the report shall be posted in lieu of the 
original report. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-716. Correction of violations — Cessation of operations — Hear- 
ing on ordered corrective action — Resumption of opera- 
tions. 


(a) The completed inspection report shall specify a reasonable period of time 
for correction of violations found. 

(b) Corrections of violations shall be accomplished within the following 
periods: 

(1) If an imminent health hazard exists, the facility shall immediately 
cease operations until authorized to reopen by the commissioner; 

(2) All violations of priority items shall be corrected as soon as possible 
and in any event within ten (10) days following inspection. A follow-up 
inspection may be made for confirmation; 

(3) All other items should be corrected as soon as possible, but in any 
event by the time of the next routine inspection; and 

(4) In the case of temporary food service establishments, all violations 
shall be corrected within twenty-four (24) hours. If violations are not 
corrected within twenty-four (24) hours, the establishment shall immedi- 
ately cease food service operations until authorized to resume by the 
commissioner. 

(c) The inspection report shall state that failure to comply with any time 
limits specified by the commissioner for correction may result in cessation of 
operations. An opportunity for a hearing on the ordered corrective action shall 
be provided if a written request is filed with the commissioner within ten (10) 
days following cessation of operations. If a request for a hearing is received, a 
hearing shall be held within a reasonable time after receipt of the request. 

(d) Whenever a facility is required under this section to cease operations, it 
shall not resume operations until it is shown on reinspection that conditions 
responsible for the order to cease operations no longer exist. Opportunity for 
reinspection shall be offered within a reasonable time. 


History. 
Acts 2013, ch. 182, § 48. 
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68-14-717. Examination or sampling of food — Hold order. 


Food may be examined or sampled by the commissioner as deemed necessary 
for the enforcement of this part. The commissioner may place a hold order on 
any food that the commissioner believes is in violation of this part or of rules 
and regulations, upon written notice to the operator specifying particular 
reasons for the hold order. The commissioner shall tag, label, or otherwise 
identify any food subject to a hold order. No food subject to a hold order shall 
be used, served, sold, or moved from the establishment. The hold order may 
state that the food be held while confirmation is obtained that the condition 
violates this part or rules or regulations. The hold order may also order the 
operator to destroy food that violates this part or rules or regulations. The 
commissioner shall permit storage of the food under the conditions specified in 
the hold order, unless storage is not possible without risk to the health of the 
public, in which case immediate destruction shall be ordered and accom- 
plished. The hold order shall state that a request for a hearing may be filed 
within ten (10) days. If a request for a hearing is received, the hearing shall be 
held within a reasonable time after receipt of the request. On the basis of 
evidence produced at the hearing, the hold order may be rescinded, or the 
owner or person in charge may be directed by written order to denature or 
destroy such food or to bring it into compliance with this part. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-718. Review and approval of plans and specifications. 


Whenever a food service establishment is constructed or extensively remod- 
eled, and whenever an existing structure is converted to use as a food service 
establishment, plans and specifications shall be submitted to the commissioner 
for review and approval before construction, remodeling, or conversion is 
begun. The plans and specifications shall indicate the proposed layout, 
arrangement, mechanical plans, and construction materials and work areas, 
and the type and model of proposed fixed equipment and facilities. The 
commissioner shall approve the plans and specifications if they meet the 
requirements of this part and of rules and regulations. No food service 
establishment shall be constructed, extensively remodeled, or converted, 
except in accordance with plans and specifications approved by the commis- 
sioner. Any deviation from the submitted plans and specifications previously 
approved by the commissioner discovered during an inspection that would not 
compromise the safety of food products shall not delay the issuance of a permit 
to operate a food service establishment. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-719. Containment of disease transmission by employees. 


(a) When the commissioner has reasonable cause to suspect possible disease 
transmission by an employee of the facility, the commissioner may obtain 
information about any recent illness of the employee or make other investiga- 
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tions as may be indicated. The commissioner may require any of the following: 

(1) The immediate exclusion of the employee from employment in the food 
service establishment; 

(2) The immediate closing of the facility until, in the commissioner’s 
opinion, no further danger of disease outbreak exists; 

(3) Restricting the employee’s service to some area of the facility where 
there would be little likelihood of transmitting disease; or 

(4) Adequate medical and laboratory examinations of the employee and of 
other employees. 

(b) A person in charge, having been provided by the employee with written 
documentation from a person who practices in a medical profession in 
accordance with title 63 that the employee has been diagnosed with a condition 
set forth in chapter 2, § 2-201.11(B)(2) of the Food Code shall have an 
affirmative duty to notify the commissioner or the commissioner’s designee. A 
person in charge shall not be required to obtain medical records from a 
prospective employee prior to hiring such individual as an employee. 


History. 
Acts 20138, ch. 182, § 48. 


68-14-720. Penalties. 


Any person operating a food service establishment who fails or refuses to 
comply with any of this part or with rules and regulations, obstructs or hinders 
the regulatory authority in the discharge of the regulatory authority’s duties, 
or otherwise operates a food service establishment in violation of this part or 
rules and regulations commits a Class C misdemeanor. Each day of operation 
after notice of noncompliance of violation has been given and such violation 
has not been corrected constitutes a separate offense. 


History. 
Acts 20138, ch. 182, § 48. 


68-14-721. Injunctions. 


When the commissioner has reason to believe that a person is causing, is 
about to cause, or has caused a violation of this part or of the rules and 
regulations promulgated under this part, the commissioner may initiate 
proceedings in either the chancery court of Davidson County or the chancery 
court of the county where the violation is occurring, for injunctive relief to 
prevent the continuance of the violation or to correct the conditions resulting 
in, or about to result in, the violation. 


History. 
Acts 2013, ch. 182, § 48. 


68-14-722. Sales by children. 


Notwithstanding this part to the contrary, children eighteen (18) years of age 
or less do not need a license or permit to sell bakery goods, homemade or 
otherwise, soft drinks, or other similar food commodities at public events. 
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History. 
Acts 20138, ch. 182, § 48. 


68-14-723. Quick fast food establishment delivery vehicles. 


(a) Every quick fast food establishment delivery vehicle, whether owned by 
the establishment or not, that is used in the delivery of prepared food shall be 
clearly marked with the name and logo of the quick fast food establishment. 

(b) If the quick fast food establishment or one (1) of its delivery employees 
reasonably believes that providing delivery services to an address would 
expose delivery personnel to a risk of harm, the name or logo may be 
temporarily removed. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-724. Proof of financial responsibility for delivery vehicles 
owned by establishment. 


All vehicles owned by a quick fast food establishment used in the delivery of 
its products shall meet the requirements for proof of financial responsibility in 
accordance with § 55-12-102(12)(A). 


History. 
Acts 2018, ch. 182, § 48. 


68-14-725. Maintenance of employee records — Fines for violations. 


(a) Every quick fast food establishment shall maintain accurate and current 
files on each employee hired to provide delivery services that verify the 
employee has met the requirements of this part. Such files shall be open for 
inspection by the commissioner of health or the commissioner’s authorized 
agent. 

(b) A fine not to exceed two hundred fifty dollars ($250) for each violation as 
defined in subsection (a) shall be assessed by the commissioner or the 
commissioner’s authorized agent after providing an opportunity for a hearing; 
provided, that in addition to assessing such fines, the commissioner or the 
commissioner’s authorized agent may revoke a permit for repeated violations 
of the requirements of this part or for interference with the commissioner or 
the commissioner’s agent in the performance of the official’s duty. 


History. 
Acts 2018, ch. 182, § 48. 


68-14-726. Maintenance of required files — Requirements if contract- 
ing with company that provides drivers. 


The files required to be maintained in accordance with this part shall be kept 
by all quick fast food establishments that employ drivers or that contract with 
drivers or contract with companies that provide drivers for the delivery of food. 
If a quick fast food service establishment contracts with a company that 
provides drivers for the delivery of food, the company shall provide to the food 
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service establishment proof of financial responsibility for each of the company’s 
employees providing the driving services under the contract. 


History. 
Acts 2013, ch. 182, § 48. 


CHAPTER 15 
MISCELLANEOUS SANITARY REGULATIONS 


Part 1. Workshops [Repealed] 


Section 
68-15-101 — 68-15-107. [Repealed.] 


PART 1 
WORKSHOPS [REPEALED] 


68-15-101 — 68-15-107. [Repealed.] 


History. Compiler’s Notes. 

Acts” (4915 Schiet 28. - $$ 1p Shan, Former part 1, §§ 68-15-101 — 68-15-107, 
8§ 3473a77-3473a83; Code 1932, §§ 6633- concerned sanitary regulations for workshops. 
6639; impl. am. Acts 1972, ch. 561, § 24; T.C.A. 

(orig. ed.), §§ 53-2201 — 53-2207; Acts 1989, 
ch. 591, § 118; repealed by Acts 2017, ch 253, 
§ 1, effective May 2, 2017. 


CHAPTER 24 
ALCOHOL AND DRUG TREATMENT 


Part 6. Licensing of Alcohol and Drug Abuse Counselors 


Section 
a EHD Board created — Membership — Expenses — Officers — Meetings. 
PART 6 
LICENSING OF ALCOHOL AND DRUG ABUSE 
COUNSELORS 


68-24-601. Board created — Membership — Expenses — Officers — 
Meetings. 


(a) There is created the board of alcohol and drug abuse counselors. 
(b)(1) The board shall consist of five (5) members who are residents of this 
state, and who shall be appointed by the governor. 

(2) Initial appointments to the board shall be as follows: two (2) nationally 
certified master alcohol and drug abuse counselors licensed by the depart- 
ment of health shall serve for terms of one (1) year and four (4) years 
respectively; one (1) person, who is not directly or indirectly engaged in the 
alcohol and drug abuse profession shall serve for a term of two (2) years; and 
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two (2) nationally certified alcohol and drug abuse counselors licensed by the 
department of health shall serve for terms of four (4) years and five (5) years 
respectively. 

(3)(A) Members of the board may be appointed from lists of qualified 

persons submitted by interested alcohol and drug abuse counseling groups 

including, but not limited to, the Tennessee chapter of the National 

Association of Alcohol and Drug Abuse Counselors. 

(B) In making appointments to the board, the governor shall consult 
with interested alcohol and drug abuse counseling groups including, but 
not limited to, the organizations listed in subdivision (b)(3)(A) to deter- 
mine qualified persons to fill the positions. 

(4) All board members, except the member who is not directly or indirectly 
engaged in the alcohol and drug abuse counseling profession, shall be duly 
licensed or eligible to be licensed by the board. Subsequent appointees to the 
board shall possess the professional qualifications required by their prede- 
cessors as required by this part and shall be appointed to five-year terms. 

(5) Members shall serve until their successors are appointed and quali- 
fied. Any vacancy occurring on the board shall be filled by the governor for 
the balance of the unexpired term. A board member who has served a 
five-year term is not eligible for reappointment during the one-year period 
following the appointment of the member’s successor. 

(6) In making appointments to the board, the governor shall strive to 
ensure that at least one (1) person serving on the board is sixty (60) years of 
age or older and that at least one (1) person serving on the board is a member 
of a racial minority. 

(7) In making appointments to the board, the governor shall ensure that 
at least two (2) of the members are females. 

(c) For each day engaged in business of the board, members shall receive 
fifty dollars ($50.00) as compensation and shall also receive actual expenses to 
be paid in accordance with the comprehensive travel regulations promulgated 
by the commissioner of finance and administration and approved by the 
attorney general and reporter. 

(d) The members of the board shall annually elect a chair and secretary. 

(e) The board shall meet as frequently as necessary to implement this part. 
Three (3) or more members of the board constitute a quorum for the purpose of 
transacting board business. 

(f) For administrative purposes, the board shall be attached to the division 
of health related boards as defined in § 63-1-102, referred to as the “division” 
in this part. 


History. 
Acts 1997, ch. 453, § 2; T.C.A. § 68-24-604; 
Acts 2015, ch. 6, § 3. 


Compiler’s Notes. 

The board of alcohol and drug abuse counsel- 
ors, created by this section, terminates June 30, 
2025. See §§ 4-29-112, 4-29-246. 


Amendments. 
The 2015 amendment rewrote (b)(3), which 


read: “The Tennessee chapter of the National 
Association of Alcohol and Drug Abuse Coun- 
selors may submit a list of at least three (3) 
nominees for each appointment or vacancy to 
be filled and the governor may make the ap- 
pointment from such list.” 


Effective Dates. 
Acts 2015, ch. 6, § 4. March 19, 2015. 
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TENNESSEE MEDICAL LABORATORY ACT 
Section 
68-29-103. Chapter definitions. 
68-29-104. Application of chapter. 
68-29-116. Licenses required for medical laboratory personnel — Supervision of employees. 
68-29-121. Examination of human specimens — Reports of examinations. 
68-29-123. Representation of unlicensed laboratory prohibited — Requirements for collection, 
transportation and preservation of specimens prescribed by board. 
68-29-129. Violations of chapter. 
68-29-135. Medical laboratory directors — Restricted licenses — Qualifications. 
68-29-139. Clinical laboratory testing advisory board. 


68-29-103. Chapter definitions. 


As used in this chapter, unless the context otherwise requires: 

(1) “Analytic testing” means that phase of medical laboratory testing, as 
defined by the board, that can impact the reliability of the results reported; 

(2) “Board” means the medical laboratory board, created by § 68-29-109; 

(3) “Collection station” means any place or entity that has as its primary 
purpose either the collection of specimens directly from patients or the 
bringing together of specimens after collection for the purpose of referral to 
a medical laboratory where testing is performed; 

(4) “Commissioner” means the commissioner of health; 

(5) “Council” means the public health council, as defined in § 68-1-501 
[repealed]; 

(6) “Department” means the state department of health, including the 
public health council [repealed]; 

(7) “Designated Entity” means an entity that performs actions or func- 
tions on behalf of the provider, payer or patient for the purposes of creating 
an electronic health record; 

(8) “Independent laboratory” means a medical laboratory performing 
patient tests that is independent both of attending and consulting physi- 
cians’ offices and independent of a hospital; 

(9) “Medical laboratory” means any institution, building, or place in 
which operations and procedures for the microbiological, serological, chemi- 
cal, hematological, immunohematological, or biophysical examination of 
specimens taken from the human body are performed to obtain information 
for diagnosis, prophylaxis, or treatment or where any examination, deter- 
mination, or test is made on any sample used as a basis for health advice, or 
where any sample is collected for the purpose of transfusion or processing of 
blood or blood fractions, or for the training of medical laboratory personnel; 

(10) “Medical laboratory director” means a person who is responsible for 
the administration of the technical and scientific operation of a medical 
laboratory, including supervision of procedures for testing and the reporting 
of results; 

(11) “Medical laboratory evaluation program” means a program of evalu- 
ating the proficiency of medical laboratories by the department; 

(12) “Medical laboratory owner” means a person or agency in whom is 
vested the rights of control, possession, and dominion of a medical labora- 
tory, and, for the purposes of this chapter, includes a county, municipality, or 
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any other owner of an institution operating a medical laboratory; 

(13) “Medical laboratory personnel” includes the medical laboratory di- 
rector, supervisor, technologist, or technician, but does not include medical 
laboratory assistants, trainees, or other persons employed by a medical 
laboratory to perform clerical or other administrative responsibilities involv- 
ing no laboratory test; 

(14) “Medical laboratory supervisor” means a person who, under the 
general supervision of a medical laboratory director, supervises technical 
personnel, performs tests requiring special scientific skills, and, in the 
absence of the director, is held responsible for the proper performance of all 
medical laboratory procedures and the reporting of results; 

(15) “Medical laboratory technician” means any person other than the 
medical laboratory director, supervisor, technologist, or trainee who func- 
tions under the supervision of a medical laboratory director, supervisor, or 
technologist and performs only those medical laboratory procedures that 
require limited skill, responsibility, and a minimal exercise of independent 
judgment; 

(16) “Medical laboratory technologist” means a person who performs tests 
that require the exercise of independent judgment and responsibility with 
minimal supervision by the director or supervisor, in only those specialties or 
subspecialties in which the technologist is qualified by education, training, 
and experience; 

(17) “Medical laboratory trainee” is a person enrolled in a program 
accredited by an accrediting agency accepted by the board; or who, in a 
limited laboratory specialty or specialties for which there is no accredited 
program available, works and trains under the supervision of a director, 
supervisor or technologist qualified in the specialty or specialties. A trainee 
may perform procedures only under direct and responsible supervision of a 
duly licensed director, supervisor or technologist, but may not report test 
results; 

(18) “Person” means any individual, firm, partnership, association, corpo- 
ration, municipality, political subdivision, or any other entity whether 
organized for profit or not; 

(19) “Pharmacy” means a pharmacy licensed by the board of pharmacy 
pursuant to title 63, chapter 10; 

(20) “Physician” means any doctor of medicine or doctor of osteopathy 
duly licensed to practice the doctor’s profession in Tennessee; 

(21) “Point of care laboratory testing” means those tests performed by 
health care professionals, not licensed by this chapter, upon approval by the 
board; provided, that the testing is performed outside the duly licensed 
laboratory, and under the auspices of a laboratory required to be licensed by 
the division of health care facilities in the department of health, pursuant to 
this chapter; 

(22) “Private laboratory”: 

(A) Means a medical laboratory that is required to be licensed under 
this title performing patient tests not affiliated with state government and 
owned by a private entity; and 

(B) Includes hospital-based laboratories; 


68-29-104 HEALTH 296 

(23) “Special analyst” means any person performing a singular or limited 
type of medical laboratory test or group of tests, such as, but not limited to, 
blood gases or pH tests, on human specimens, but who is not trained to 
perform the broad range of tests required of licensed medical laboratory 
personnel; and 

(24) “Waived” means those laboratory tests systems cleared by the United 
States food and drug administration (FDA) for home use and those tests 
approved for waiver under the federal Clinical Laboratory Improvement 


Amendments of 1988 (CLIA) (42 U.S.C. § 263a). 


History. 

Acts 1967, ch. 355, § 3: 1975, ch. 365) 9" 1; 
1980, ch. 475, § 1; 1980, ch. 710, § 2; T.C.A., 
§ 53-4103; Acts 1989, ch. 467, §§ 1, 2; 1996, ch. 
647, §§ 1, 2; 2007, ch. 301,§ 1; 2021, ch. 495, 
§§ 1, 4. 


Amendments. 
The 2021 amendment added the definitions 
for “Private laboratory” and “Pharmacy”; and 


68-29-104. Application of chapter. 


rewrote the definition for “Waived”, which read: 
“Waived’ means those laboratory tests, as de- 
fined by the board, that may be performed by 
individuals not licensed under this chapter, and 
that pose no reasonable risk of harm if per- 
formed incorrectly.” 


Effective Dates. 
Acts 2021, ch. 495, § 7. May 25, 2021. 


This chapter applies to all medical laboratories and medical laboratory 


personnel within the state, except: 


(1) An official medical laboratory operated by the United States public 
health service, the department of veterans affairs and the armed forces; 

(2) A laboratory operated by a duly licensed physician or optometrist for 
the sole purpose of testing samples collected from their own patients; 
provided, however, that if samples for testing are received from other 
sources, all of this chapter shall apply; 

(3) Laboratories operated and maintained exclusively for research and 
teaching purposes, involving no patient or public health services whatsoever. 
Schools operated to train medical laboratory personnel are not included in 
this exception; 

(4) Medical laboratory personnel or other persons specifically exempt by 
rules promulgated under authority of this chapter; provided, that such rules 
shall specifically exempt each duly licensed physician holding a valid 
certificate of waiver issued by the United States secretary of health and 
human services, pursuant to the Clinical Laboratory Improvement Act of 
1988, codified in 42 U.S.C. § 263a, whenever and wherever the physician is 
engaged in the performance or supervision of laboratory examinations and 
procedures included within the scope of the certificate of waiver; 

(5) Any postsecondary school accredited by an agency recognized or 
approved by the Council on Postsecondary Accreditation (COPA), unless the 
postsecondary school operates a “medical laboratory” as defined in § 68-29- 
103. Postsecondary schools that train medical laboratory personnel are 
included in the definition. However, this chapter does not apply to schools 
that teach medical assistants; provided, that such schools teach only basic, 
simple laboratory tests as one (1) component of the overall curriculum, and 
the tests are taught by a licensed medical laboratory technologist. The list of 
tests that can be taught shall be approved by the board and published in the 
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regulations promulgated under the authority of this chapter. The schools 
shall not include in their advertisement any statement indicating that they 
train persons for employment in medical laboratories either in this state or 
any other state; further, the schools shall expressly state in their catalogs 
that the curriculum does not train the student for employment in medical 
laboratories either in this state or any other state; 

(6) Screening programs conducted by for-profit hospitals or nonprofit 
organizations or in conjunction with conferences sponsored by an estab- 
lished or recognized association of elected state government officials, staff of 
elected state government officials or both officials and staff, or any other 
group or association that is an umbrella organization for such officials, staff, 
or both officials and staff and if the state pays membership dues to such 
conference; provided, that these programs are under the direct supervision 
of a physician licensed pursuant to title 63, chapter 6 or 9, and a letter of 
exemption has been issued to the organization by the board. However, 
screening program test results from conferences, conducted by an estab- 
lished or recognized association of elected state government officials, staff of 
elected state government officials or both officials and staff, or any other 
group or association that is an umbrella organization for such officials, staff, 
or both officials and staff and if the state pays membership dues to such 
conference, may be submitted to the individual; 

(7) Licensed nurses and licensed respiratory care therapists, technicians 
and assistants employed by a licensed home care organization, with respect 
to procedures that: 

(A) Are performed pursuant to the written order of a licensed physician; 

(B) Involve the use of devices approved for home use by the food and 
drug agency; and 

(C) Are included within the scope of a valid certificate of waiver or other 
certificate issued to a licensed home care organization by the secretary of 
health and human services, pursuant to the Clinical Laboratory Improve- 

ment Act of 1988; 

(8) Laboratories under the jurisdiction of county health departments in 
the state of Tennessee and such other laboratories as defined by the board; 

(9) Laboratories operated for the sole purpose of providing medical 
services in student health programs as approved by the board; 

(10) Laboratories operated for the sole purpose of providing medical 
services to support employees in the workplace environment, in an occupa- 
tional health program, as approved by the board; 

(11) Public health laboratory testing personnel employed by the depart- 
ment, while they are performing work at a medical laboratory operated by 
the state; 

(12) A pharmacy possessing an active Clinical Laboratory Improvement 
Amendments of 1988 (CLIA) Certificate of Waiver; and 

(13) Medical personnel employed by and performing testing at a private 
laboratory. 


History. 1982, ch. 837, § 1; T.C.A., § 53-4104; Acts 
Acts 1967, ch. 355, § 4; 1975, ch. 365, §§ 2, 1989, ch. 467, § 12; 1993, ch. 295, § 5; 1993, ch. 
10; 1980, ch. 475, § 2; 1981, ch. 236, §§ 2-6; 326,§ 1; 1995, ch. 369,§ 1; 1996, ch. 647, §§ 3, 
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4; 1999, ch. 380, § 1; 2002, ch. 588, § 1; 2018, tuted “within the state” for “within the state of 
ch. 788, §§ 1, 2; 2021, ch. 495, § 3. Tennessee”; and added (11). 
The 2021 amendment added (12) and (18). 


Amendments. 
The 2018 amendment, in the introductory Effective Dates. 
language, deleted “, including state operated,” Acts 2018, ch. 788, § 3. April 20, 2018. 


preceding “medical laboratories” and substi- Acts 2021, ch. 495, § 7. May 25, 2021. 


68-29-109. Medical laboratory board. 


Compiler’s Notes. ity to private entities for purpose of submitting 

The Tennessee medical laboratory board, cre- _ lists for appointments to state licensing boards 
ated by this section, terminates June 30, 2022. or agencies. OAG 10-67, 2010 Tenn. AG LEXIS 
See §§ 4-29-112, 4-29-2438. 73 (5/17/10). 


Attorney General Opinions. 
Delegation of Governor’s appointing author- 


68-29-116. Licenses required for medical laboratory personnel — Su- 
7 pervision of employees. 


(a) No person shall act as a medical laboratory director, supervisor, tech- 
nologist, technician, laboratory trainee or special analyst and accept a speci- 
men for laboratory examination, unless such person has obtained a license and 
is registered to act in such capacity by the board; provided, that this section 
shall not apply to pathologists certified or eligible for certification by the 
American Board of Pathology, or any other person recognized by the board as 
having special qualifications and who is duly licensed and registered to 
practice medicine in the state of Tennessee. 

(b) Persons who collect specimens or report the results of an examination 
shall be under the supervision of a licensed medical laboratory director, 
medical laboratory supervisor, or medical laboratory technologist or other 
persons so designated by the regulations promulgated under authority of this 
chapter. 

(c) Medical laboratory directors may monitor medical laboratory personnel 
remotely. 


History. Amendments. 
Acts 1967, ch. 355, § 16; 1973, ch. 141, § 5; The 2021 amendment added (c). 
1975, ch. 365, § 5; 1980, ch. 475, § 4; T.C.A,, 
§ 53-4116; Acts 1989, ch. 467, § 12; 2021, ch, Effective Dates. 
495, § 2. Acts 2021, ch. 495, § 7. May 25, 2021. 


68-29-121. Examination of human specimens — Reports of examina- 
tions. 


(a) No person, except patients who are performing tests on themselves by 
order of their physician, shall examine human specimens without the written 
request of a physician, an intern or resident in an American Medical Associa- 
tion approved training program, a duly licensed optometrist, a duly licensed 
dentist, a duly licensed chiropractic physician, or other health care profes- 
sional legally permitted to submit to a medical laboratory a written request for 
tests appropriate to that professional’s practice, or the written request of a law 
enforcement officer acting in accordance with § 55-10-406. 
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(b) The results of a test shall be reported directly to the physician, 
optometrist, dentist, chiropractic physician, designated entity or other health 
care professional who requested it. The report shall include the name of the 
director and the name and address of the medical laboratory in which the test 
was actually performed. 

(c) All specimens accepted by medical laboratory personnel and/or special 
analysts shall be tested on the premises, except that specimens for infre- 
quently performed tests may be forwarded for examination to another medical 
laboratory licensed under this chapter or licensed or exempt under the federal 
Clinical Laboratory Improvement Act of 1967, codified in 42 U.S.C. § 268a. 
This shall not be construed as prohibiting the referral of specimens to a 
medical laboratory excepted under § 68-29-104. However, the medical labora- 
tory director of the referring medical laboratory shall assume complete 
responsibility. 

(d) Notwithstanding § 68-29-104(13), this section applies to medical per- 
sonnel employed by and performing testing at a private laboratory. 


History. Amendments. 
Acts 1967, ch. 355, § 21; 1978, ch. 141, §§ 7, The 2021 amendment added (d). 
8; 1975, ch. 365, § 8; 1980, ch. 475, § 7; T.C.A., ; 
§ 53-4121; Acts 1990, ch. 1076, §§ 1, 2; 1993, Effective Dates. 
ch. 295, § 6; 1996, ch. 647, §§ 12, 13; 2002, ch. Acts 2021, ch. 495, § 7. May 25, 2021. 
623, §§ 1, 2; 2007, ch. 301, § 2; 2021, ch. 495, 
§ 5. 


68-29-123. Representation of unlicensed laboratory prohibited — Re- 
quirements for collection, transportation and preserva- 
tion of specimens prescribed by board. 


(a) No person shall represent, or maintain an office or specimen collection 
station or other facilities for the representation of any medical laboratory 
situated in this state or any other state, that makes examinations in connec- 
tion with the diagnosis and control of diseases, unless the medical laboratory 
is licensed in accordance with this chapter. 

(b) The board may, from time to time, determine which tests may be 
performed on specimens shipped through the mails and may prescribe require- 
ments for collection, transportation and preservation of such specimens. 

(c) Amedical laboratory located in another state, which provides services to 
patients in this state, shall be subject to § 68-29-129(7) and any other 
requirements deemed necessary by the board pursuant to this chapter to 
protect the health and safety of patients in this state. 


History. Effective Dates. 
Acts 1967, ch. 355, § 23; T.C.A., § 53-4123; Acts 2014, ch. 1007, § 2. July 1, 2014. 
Acts 1989, ch. 467, § 12; 2014, ch. 1007, § 1. 


Amendments. 
The 2014 amendment added (c). 


68-29-129 


68-29-129. Violations of chapter. 
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It is a violation of this chapter for any person to: 

(1) Operate, maintain, direct or engage in the business of operating a 
medical laboratory, unless such person has obtained a medical laboratory 
license from the board, or is exempt under § 68-29-104; 

(2) Operate, maintain, direct or engage in the business of operating a 
medical laboratory during a suspension of a license or after revocation of a 
license; 

(3) Conduct, maintain, or operate a medical laboratory, unless such 
medical laboratory is under the direct and responsible supervision and 
direction of a person licensed under this chapter or is exempt under 
§ 68-29-116; 

(4) Allow any person to perform medical laboratory procedures, except 
individuals licensed and registered under this chapter; 

(6) Accept specimens for tests from, and make reports to, persons who are 
not legally qualified or authorized to submit specimens to medical laborato- 
ries and to receive such reports. However, this does not prohibit the referral 
of specimens from one (1) licensed medical laboratory to another licensed 
under this chapter or to a laboratory named in § 68-29-104; provided, that 
the report indicates clearly the medical laboratory performing the test and 
the name of the director of such medical laboratory; 

(6) Make any test or examination in a medical laboratory, unless the 
person is licensed or authorized to make such tests under this chapter; 

(7) Solicit the referral of specimens to the person’s or another medical 
laboratory or contract to perform medical laboratory examinations of speci- 
mens in a manner that offers or implies an offer of rebates to any person 
submitting specimens, other fee-splitting inducements, participation in 
fee-splitting arrangements, or other unearned remuneration. Notwithstand- 
ing § 68-29-104(13), this subdivision (7) applies to medical personnel 
employed by and performing testing at a private laboratory; 

(8) Violate or aid and abet in the violation of any provision of this chapter 
or the rules and regulations promulgated under this chapter; or 

(9) Operate, maintain, direct or engage in the business of operating a 
medical laboratory school, unless such school has been issued a certificate of 
approval by the board. 


History. 

Acts 1967, ch. 355, § 29; 1975, ch. 365, § 9; 
T.C.A., § 53-4129; Acts 1989, ch. 467, § 12; 
2021, ch. 495, § 6. 


Amendments. 

The 2021 amendment, in (7), substituted “the 
person’s or another” for “such person’s or any 
other”, “any person” for “a person or persons”, 
and “in fee-splitting” for “in any fee-splitting” 
and added the last sentence. 


Effective Dates. 
Acts 2021, ch. 495, § 7. May 25, 2021. 


Attorney General Opinions. 

Donations for electronic health records soft- 
ware by clinical laboratories. OAG 13-16, 2013 
Tenn. AG LEXIS 17 (3/4/13). 

Donations of electronic health records soft- 
ware. OAG 13-51, 2013 Tenn. AG LEXIS 53 
(7/2/18). 
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68-29-135. Medical laboratory directors — Restricted licenses — 
Qualifications. 


(a) In addition to other persons permitted by law or rule to be a medical 
laboratory director, a person shall be qualified to serve as a medical laboratory 
director with a restricted license for a hospital licensed under this title for 
thirty (30) beds or fewer if the person is a physician licensed under title 63, 
chapter 6 or 9, and is otherwise qualified as determined by the board. A 
physician serving as a medical laboratory director pursuant to this section is 
authorized to delegate day-to-day operation of the laboratory to a medical 
laboratory supervisor. 

(b) In addition to other persons permitted by law or rule to be a medical 
laboratory supervisor, a person shall be qualified to serve as a medical 
laboratory supervisor with a restricted license for a hospital licensed under 
this title for thirty (80) beds or fewer if the person possesses at least a 
three-year undergraduate degree in any medical science, plus one (1) year of 
training in medical laboratory science, and is otherwise qualified as a medical 
laboratory supervisor as determined by the board. 

(c) The board is authorized to issue limited medical laboratory director and 
limited medical laboratory supervisor licenses in accordance with this section. 


History. Effective Dates. 
Acts 2016, ch. 711, § 1. Acts 2016, ch. 711, § 2. April 6, 2016. 


68-29-139. Clinical laboratory testing advisory board. 


(a) As used in this section: 

(1) “Accountable care organization” or “ACO” means the term as defined 
by Section 3022 of the federal Patient Protection and Affordable Care Act 
(P.L. 111-148), as amended; and 

(2) “Clinical laboratory testing” means any test as defined under this 
section, or otherwise subject to Section 353 of the Public Health Service Act 
(42 U.S.C. § 268a). 

(b) An accountable care organization that provides diagnosis and treatment 
for patients in this state shall establish a clinical laboratory testing advisory 
board to consider and recommend guidelines or protocols for clinical laboratory 
testing. 

(c)(1) The clinical laboratory testing advisory board may make recommen- 

dations to the ACO governance board for guidelines or protocol adoption for 

clinical laboratory testing used for diagnostic purposes, disease manage- 
ment, and pathologist consultation on episodes of care. 

(2) The ACO clinical laboratory testing advisory board may recommend 
guidelines or protocols for clinical laboratory testing to ensure appropriate 
use of testing. 

(3) The composition of an ACO clinical laboratory testing advisory board 
shall be determined by the ACO; provided, however, that the ACO clinical 
laboratory testing advisory board shall have at least one (1) physician who is 
a clinical laboratory director, as defined by Section 353 of the Public Health 
Service Act (42 U.S.C. § 263a). 
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(d) Notwithstanding the requirement of this section to establish a clinical 
laboratory testing advisory board, nothing contained in this section shall be 
construed to require an ACO governance board to adopt a clinical laboratory 
testing guideline or protocol recommended by its clinical laboratory testing 
advisory board. 


History. Effective Dates. 
Acts 2016, ch. 913, § 1. Acts 2016, ch. 913, § 2. July 1, 2016. 
CHAPTER 31 
TRANSPLANTATIONS 
Section 


68-31-101. Chapter definitions. 
68-31-102. Discrimination on the basis of disability prohibited. 
68-31-103. Civil cause of action. . 


68-31-101. Chapter definitions. 


As used in this chapter: 

(1) “Ambulatory surgical treatment center” has the same meaning as 
defined in § 68-11-201; 

(2) “Anatomical gift” means a donation of all or part of a human body to 
take effect after the donor’s death for the purpose of transplantation, 
therapy, research, or education; 

(3) “Auxiliary aids and services” means: 

(A) Qualified interpreters or other effective methods of making aurally 
delivered materials available to individuals with hearing impairments; 

(B) Qualified readers, taped texts, or other effective methods of making 
visually delivered materials available to individuals with visual impair- 
ments; 

(C) Acquisition or modification of equipment or devices; or 

(D) Other similar services and actions; 
(4) “Covered entity” means: 

(A) A healthcare provider; 

(B) A hospital; 

(C) An ambulatory surgical treatment center; 

(D) A home care organization; or | 

(KE) Any other entity responsible for matching anatomical gifts or organ 
donors to potential recipients; 

(5) “Disability” has the same meaning as defined in 42 U.S.C. § 12102; 

(6) “Healthcare provider” means a person licensed under title 63, chapter 
6, 7, 9, or 19; 

(7) “Home care organization” has the same meaning as defined in 
§ 68-11-201; 

(8) “Hospital” has the same meaning as defined in § 33-1-101 or 
§ 68-11-201; 

(9) “Qualified recipient” means a recipient who has a disability and meets 
the eligibility requirements for receipt of transplantation or anatomical gift 
regardless of the use of the following: 
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(A) Individuals or entities available to support and assist the recipient 
of an anatomical gift or transplantation; 

(B) Auxiliary aids and services; or 

(C) Reasonable modifications to the policies, practices, or procedures of 
a covered entity, including modifications that allow for: 

(i) Communication with one (1) or more individuals or entities 
available to support or assist with the recipient’s care after surgery or 
transplantation; or 

(ii) Consideration of the availability of those individuals or entities 
when determining whether the recipient is able to comply with medical 
requirements following surgery or transplantation; and 

(10) “Transplantation” means the transplantation or transfusion of a 
human body part into the body of another individual for the purpose of 
treating or curing a medical condition. 


History. entered into, issued, amended, or renewed on or 
Acts 2021, ch. 441, § 1. after July 1, 2021. 
Compiler’s Notes. Effective Dates. 


Acts 2021, ch. 441, § 4 provided that the act, Acts 2021, ch. 441, § 4. July 1, 2021. 
which enacted this section, applies to plans 


68-31-102. Discrimination on the basis of disability prohibited. 


(a) Acovered entity shall not do any of the following solely on the basis of the 

disability of a qualified recipient: 
(1) Consider a qualified recipient ineligible for transplantation or receipt 
of an anatomical gift; 
(2) Deny medical or other services related to transplantation, including: 
(A) Evaluation; 
(B) Surgery; and 
(C) Counseling and treatment following transplantation; 
(3) Refuse to refer a qualified recipient to a transplant center or specialist; 
(4) Refuse to place a qualified recipient on an organ or tissue waiting list; 
or 
(5) Place a qualified recipient at a position on an organ or tissue waiting 
list that is lower than the position at which the qualified recipient would 
have been placed if not for the qualified recipient’s disability. 

(b) Subject to subsection (c), if a healthcare provider has examined an 
individual and determined that the individual has a disability, then a covered 
entity may consider, when making recommendations or decisions related to 
receipt of an anatomical gift or transplantation, the disability of the individual 
to be medically significant to the receipt of an anatomical gift or transplanta- 
tion. 

(c) A covered entity shall not consider a qualified recipient’s inability to 
comply with medical requirements following transplantation to be medically 
significant if a qualified recipient has individuals or entities available to assist 
in complying with the medical requirements. 

(d) A covered entity shall make reasonable modifications to its policies, 
practices, or procedures to allow individuals with disabilities access to trans- 
plantation-related treatment and services, except when the covered entity 
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demonstrates that the modifications would fundamentally alter the nature of 
the transplantation-related treatment and services. 


History. entered into, issued, amended, or renewed on or 
Acts 2021, ch. 441, § 1. after July 1, 2021. 
Compiler’s Notes. Effective Dates. 


Acts 2021, ch. 441, § 4 provided that the act, Acts 2021, ch. 441, § 4. July 1, 2021. 
which enacted this section, applies to plans 


+ 


68-31-1038. Civil cause of action. 


(a) An individual who reasonably believes that a covered entity has violated 
this chapter may bring a civil action for injunctive or other equitable relief 
against the covered entity for the purpose of enforcing compliance with this 
chapter. | 

(b) In an action commenced under this section, the court must: 

(1) Schedule a hearing as soon as practicable; and 
(2) Apply the same standards when rendering judgment as would be 
applied in an action brought in federal court under 42 U.S.C. § 12101 et seq. 

(c) This section does not create a right to compensatory or punitive damages 
against a covered entity. 


History. entered into, issued, amended, or renewed on or 
Acts 2021, ch. 441, § 1. after July 1, 2021. 
Compiler’s Notes. Effective Dates. 


Acts 2021, ch. 441, § 4 provided that the act, Acts 2021, ch. 441, § 4. July 1, 2021. 
which enacted this section, applies to plans 


CHAPTER 34 
FAMILY PLANNING ACT OF 1971 


Section 
68-34-105. Disposition of funds — Development of program. 


68-34-105. Disposition of funds — Development of program. 


(a) The department is authorized to receive and disburse such funds as may 

be available to it for family planning programs in accordance with this section. 
(b)(1) Notwithstanding any other law, any funds that become available to the 
department for family planning programs, in excess of funds needed to 
operate family planning programs in county or district health departments, 
must be awarded to eligible entities in the following order of descending 
priority: 

(A) Public entities that are eligible under state and federal law to 
provide family planning services, including state, county, and local com- 
munity health centers, and federally qualified health centers; 

(B) Nonpublic entities that are eligible under state and federal law to 
provide family planning services and that provide comprehensive primary 
and preventative care services; and 

(C) Nonpublic entities that are eligible under state and federal law to 
provide family planning services, but that do not provide comprehensive 
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primary and preventative care services. 

(2) For purposes of subdivisions (b)(1)(B) and (C), “comprehensive pri- 
mary and preventative care services” means those services described in 
Sections 330(b)(1)(A)G)(), (I), (ID(aa)-(gg) and (IV), and 330(b)(1)(A)Gi) of 
the Public Health Service Act (42 U.S.C. §§ 254b(b)(1)(A)@ (QD, UD, (IID(aa)- 
(gg), (IV), and 42 U.S.C. § 254b(b)(1)(A)(ii)) as well as pharmaceutical 
services as may be appropriate for particular entities. 

(c) Notwithstanding subsection (b), the department shall ensure, in compli- 
ance with federal law, distribution of funds for family planning services in a 
manner that does not severely limit or eliminate access to those services in any 


region of the state. 


History. 
Acts 1971, ch. 400, § 1; T.C.A., § 53-4605; 
Acts 2009, ch. 575, §§ 1, 2; 2018, ch. 660, § 1. 


Amendments. 

The 2018 amendment rewrote the section 
which read: “(a) The department is authorized 
to receive and disburse such funds as may 
become available to it for family planning pro- 
grams to any organization, public or private, 
engaged in providing contraceptive procedures, 
supplies and information. 

“(b) Any family planning program adminis- 
tered by the department may be developed in 
consultation and coordination with other fam- 
ily planning agencies in this state. 

“(c) For purposes of any county having a 
population in excess of five hundred thousand 
(500,000), according to the 2000 federal census 
or any subsequent federal census, the commis- 
sioner shall, in distributing the funds provided 
for under this section, issue a single request for 
grant proposals for each affected county for 
funding for family planning programs. The 
commissioner shall send a notification of this 
request to the affected county health depart- 
ments and shall place a notification on the 
department’s web site. The commissioner shall 
allow at least thirty (30) days after issuing the 
notification before closing the application pe- 


riod. The commissioner and the department 
shall encourage the county health departments 
to take every step possible to be able to accept 
all family planning funds provided by the state 
for that particular county. Upon receipt of all 
applications, the commissioner shall first con- 
sider and give preference to funding requests 
from the county health departments. The com- 
missioner shall not exclude a county health 
department that seeks full funding of family 
planning services if, at the time of the applica- 
tion, the county health department does not 
have the capacity to serve the number of pa- 
tients as estimated in the request for grant 
proposal. The county health department must 
provide documentation, however, demonstrat- 
ing its ability at the inception of the grant 
period to serve the number of patients esti- 
mated in the request for grant proposal. Accep- 
tance of such funding shall create an obligation 
under this section to provide family planning 
services to all eligible clients seeking services 
throughout the term of the grant. 

“(d) If funds remain after the awarding of 
funds to county health departments as pro- 
vided in subsection (c), the commissioner may 
make funding available to any other applicants 
pursuant to the request for grant proposal.” 


Effective Dates. 
Acts 2018, ch. 660, § 2. April 9, 2018. 


CHAPTER 35 
RENAL DISEASE 


Section 
68-35-102. [Repealed.] 
68-35-103. Powers and duties of department. 


68-35-102. [Repealed.] 


History. 

Acts 1971, ch. 80, § 2; 1976, ch. 806, § 1(92); 
T.C.A., § 53-4702; Acts 1988, ch. 1013, § 69; 
repealed by Acts 2015, ch. 99, § 2, effective 
April 10, 2015. 


Compiler’s Notes. 

Former § 68-35-102 concerned the renal dis- 
ease advisory committee. 

Acts 2015, ch. 99, § 4 provided that, notwith- 
standing § 4-29-112, the renal disease advisory 
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committee, created by § 68-35-102, shall termi- 
nate and shall cease to exist upon April 10, 
2015. 


68-35-103. Powers and duties of department. 


The department shall: 

(1) Develop standards for determining eligibility for care and treatment 
under this program; 

(2) Assist in the development and expansion of programs for the care and 
treatment of persons suffering from chronic renal diseases, including dialy- 
sis and other medical procedures and techniques that will have a lifesaving 
effect in the care and treatment of persons suffering from these diseases; 

(3) Assist in the development of programs for the prevention of chronic 
renal diseases; 

(4) Extend financial assistance to persons suffering from chronic renal 
diseases in obtaining the medical, nursing, pharmaceutical, and technical 
services necessary in caring for such diseases, including the renting of home 
dialysis equipment; 

(5) Assist in equipping dialysis centers; and 

(6) Institute and carry on an educational program among physicians, 
hospitals, public health departments, and the public concerning chronic 
renal diseases, including the dissemination of information and the conduct- 
ing of educational programs concerning the prevention of chronic renal 
diseases and the methods for the care and treatment of persons suffering 
from these diseases. 


History. vice of the renal disease advisory committee,” 
Acts 1971, ch. 80, § 3; T.C.A., § 53-4703; at the beginning of (1). 


Acts 2015, ch. 99, § 3. 
Effective Dates. 


Amendments. Acts 2015, ch. 99, § 5. April 10, 2015. 
The 2015 amendment deleted “With the ad- 
CHAPTER 41 
HEMOPHILIA 
Section 


68-41-101. Chapter definitions. 
68-41-103. [Repealed.] 
68-41-104. Powers and duties of department. 


68-41-101. Chapter definitions. 


As used in this chapter, unless the context otherwise requires: 

(1) “Commissioner” means the commissioner of health or the commission- 
er’s designated representative; 

(2) [Deleted by 2015 amendment.] 

(3) “Department” means the department of health; and 

(4) “Hemophilia” means a bleeding tendency resulting from a genetically 
determined deficiency factor in the blood. 
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History. 
Acts 1978, ch. 82, § 1; T.C.A., § 53-5601; 
Acts 2015, chi 33; 8 «2. 


Amendments. 
The 2015 amendment deleted (2), which 


68-41-103. [Repealed.] 


History. 

Acts 1973, ch. 82, § 3; 1976, ch. 806, § 1(93); 
T.C.A., § 53-5603; repealed by Acts 2015, ch. 
33, § 3, effective March 27, 2015. 


Compiler’s Notes. 
Former § 68-41-103 concerned the hemo- 
philia advisory committee. 
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read: “(2) ‘Committee’ means the hemophilia 
advisory committee;”. 


Effective Dates. 
Acts 2015, ch. 33, § 6. March 27, 2015. 


Acts 2015, ch. 33, § 5 provided that, notwith- 
standing § 4-29-112, the hemophilia advisory 
committee, created by § 68-41-1038, shall termi- 
nate and shall cease to exist upon March 27, 
2015. 


68-41-104. Powers and duties of department. 


The department shall: 


(1) Develop standards for determining eligibility for care and treatment 


under this program; 


(2) Assist in the development and expansion of programs for the care and 


treatment of persons suffering from hemophilia, including self-administra- 
tion, prevention and home care and other medical and dental procedures and 
techniques designed to provide maximum control over bleeding episodes 
typical of this condition; 

(3) Extend financial assistance in order to provide diagnosis of and 
treatment for persons suffering from hemophilia and other related hemor- 
rhagic disorders in obtaining blood, blood derivatives and concentrates and 
any other such necessary medical, surgical, dental, hospital, outpatient 
clinic service, rehabilitation or may participate in the cost of blood process- 
ing to the extent that such support will facilitate the supplying of blood, 
blood derivatives and concentrates and other efficacious agents to patients 
with hemorrhagic disorders; 

(4) Employ all necessary administrative personnel as may be provided in 
its budget to carry out this chapter; and 

(5) Promulgate all rules and regulations necessary to effectuate this 
chapter. 


History. 
Acts 1978, ch. 82, § 4; T.C.A., § 53-5604; 
Acts 2015, ch. 33, § 4. 


Amendments. 
The 2015 amendment substituted “The de- 


partment shall” for “The department, with the 
advice of the committee, shall” in the introduc- 
tory language. 


Effective Dates. 
Acts 2015, ch. 33, § 6. March 27, 2015. 


68-55-102 .. HEALTH 
CHAPTER 55 
HEAD AND SPINAL CORD INJURY INFORMATION 
SYSTEM 


Part 1. In General 


Section 
68-55-102. Advisary council established — Composition. 


Part 3. Revenues 
68-55-306. Additional fine for drag racing to be paid into the traumatic brain injury fund. 
Part 5. Youth Sport-Related Injuries 
68-55-501. Part definitions. 


PART 1 
IN GENERAL 


68-55-102. Advisory council established — Composition. 
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(a)(1) There is created the traumatic brain injury advisory council estab- 
lished for the purpose of providing recommendations to the department on 
program and policy issues and concerns regarding health and human 


services for survivors of TBI. 


(2) The advisory council shall be composed of nine (9) members to be 


appointed by the governor as follows: 


(A) Five (5) members shall be family members, survivors, or primary 
care givers, and no more than two (2) members from this category shall 
reside in each of the three (3) grand divisions. These members may be 
appointed from lists of qualified persons submitted by interested brain 
injury organizations, including, but not limited to, the Brain Injury 
Association of Tennessee, and institutions of higher learning, including, 
but not limited to, those under the jurisdiction of the state university and 
community college system and the University of Tennessee; 

(B) One (1) member who is knowledgeable on TBI shall represent the 
department of mental health and substance abuse services and the 
department of intellectual and developmental disabilities, who may be 
appointed from lists of qualified persons submitted by the department of 
mental health and substance abuse services and the department of 
intellectual and developmental disabilities; 

(C) One (1) member who has experience in providing special education 
services or actual therapy to persons with TBI shall represent special 
education interests within the department of education, who may be 
appointed from a list of qualified persons submitted by the department of 
education; 

(D) One (1) member who is knowledgeable on TBI shall represent the 
department of human services, vocational rehabilitation, who may be 
appointed from a list of qualified persons submitted by the department of 
human services; and 
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(EK) One (1) member shall be a healthcare professional whose practice 
includes at least fifty percent (50%) of providing direct care to head- 
injured individuals or a healthcare provider who provides care to trau- 
matic brain-injured individuals, who may be appointed from lists of 
qualified persons submitted by interested hospital groups, including, but 
not limited to, the Tennessee Hospital Association. 

(3) In making appointments to the council, the governor shall consult 
with the interested groups described in subdivision (a)(2) to determine 
qualified persons to fill the positions on the council. 

(b) The members shall be appointed to serve two-year terms. The initial 
appointments shall be staggered so that the terms of one-half (4%) of the 
members appointed are for one (1) year and one-half (12) of the members are for 
two (2) years. Thereafter, members are appointed for two-year terms. 

(c) The governor shall appoint the first chair for a two-year term from 
among those persons appointed to the advisory council. Thereafter, the 
advisory council shall nominate and elect a chair by a majority vote for a 
two-year term. 

(d) The advisory council shall by a majority vote appoint persons to fill a 
vacancy for the remainder of the unexpired term. 

(e) The governor may remove any member from the advisory council for 
cause. 

(f) Members of the council shall receive no compensation for service on the 
advisory council but shall be reimbursed for travel expenses in accordance 
with the comprehensive travel regulations promulgated by the department of 
finance and administration and approved by the attorney general and reporter. 


(g) The advisory council shall meet at least quarterly. 
(h) The advisory council shall adopt written bylaws. 


History. 

Acts 1993, ch. 448, § 3; 2000, ch. 947, § 6; 
2010, ch. 1100, § 128; 2012, ch. 575, § 1; 2015, 
CH. 2 Seo, 


Compiler’s Notes. 

The traumatic brain injury advisory council, 
created by this section, terminates June 30, 
2025. See §§ 4-29-112, 4-29-246. 


Amendments. 

The 2015 amendment rewrote (a)(2), which 
read: “(2) The advisory council shall be com- 
posed of nine (9) members to be appointed by 
the governor as follows: 

“(A) Five (5) members shall be family mem- 
bers, survivors or primary care givers and no 
more than two (2) members from this category 
shall reside in each of the three (3) grand 
divisions. Appointments shall be made from 
nominees submitted by the Tennessee Head 
Injury Association, the state university and 
community college system, the University of 
Tennessee and other interested parties; 

“(B) One (1) member who is knowledgeable 
on TBI shall represent the departments of 
mental health and substance abuse services 
and intellectual and developmental disabilities, 


to be selected from up to two (2) nominees of the 
department of mental health and substance 
abuse services and two (2) nominees of the 
department of intellectual and developmental 
disabilities; 

“(C) One (1) member who has experience in 
providing special education services or actual 
therapy to persons with TBI shall represent the 
department of education/special education, to 
be selected from up to three (3) nominees of the 
department of education; 

“(D) One (1) member who is knowledgeable 
on TBI shall represent the department of hu- 
man services, vocational rehabilitation, to be 
selected from up to three (3) nominees of the 
department of human services; and 

“(E) One (1) member shall be a health care 
professional whose practice includes at least 
fifty percent (50%) of providing direct care to 
head-injured individuals or a health care pro- 
vider who provides care to traumatic brain- 
injured individuals, to be selected from three 
(3) nominees of the Tennessee Hospital Associa- 
tion.”; and added (a)(3). 


Effective Dates. 
Acts 2015, ch. 2, § 4. March 19, 2015. 
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PART 3 
REVENUES 


68-55-306. Additional fine for drag racing to be paid into the traumatic 
brain injury fund. 


(a) Notwithstanding any other law to the contrary, in addition to any other 
fines imposed by title 55, chapter 10, part 5, for drag racing, there is imposed 
an additional fine of twenty-five dollars ($25.00) for each violation to be 
earmarked for and paid into the general fund reserve account created by 
§ 68-55-401 for the traumatic brain injury fund. 

(b) [Deleted by 2015 amendment.] 


History. administration shall report to the finance, ways 
Acts: 2008, ch. 1048, § 1; 2010, ch. 1030, and means committees of the senate and the 
SP Pa2015, che 123.58" 6. house of representatives and to the office of 
legislative budget analysis total proceeds col- 

Amendments. 


\ lected pursuant to subsection (a).” 
The 2015 amendment deleted (b), which 


read: “On or before April 1 each year from 2009 + Effective Dates. 
through 2012, the commissioner of finance and Acts 2015, ch. 123, § 6. April 10, 2015. 


PART 5 
YOUTH SPORT-RELATED INJURIES 


68-55-501. Part definitions. 


As used in this part, unless the context otherwise requires: 

(1) “Community-based youth athletic activity” or “youth athletic activity” 
means an athletic activity organized by a city, county, business or nonprofit 
organization where the majority of the participants are under eighteen (18) 
years of age, and are engaging in an organized athletic game or competition 
against another team, club or entity or in practice or preparation for an 
organized game or competition against another team, club or entity. “Com- 
munity-based youth athletic activity” does not include college or university 
activities or an activity which is entered into for instructional purposes only, 
an athletic activity that is incidental to a nonathletic program or a lesson; 

(2) “Department” means the department of health; 

(3) “Health care provider” means a Tennessee licensed medical doctor 
(M.D.), osteopathic physician (D.O.), clinical neuropsychologist with concus- 
sion training, or physician assistant (P.A.) with concussion training who is a 
member of a health care team supervised by a Tennessee licensed medical 
doctor or osteopathic physician; 

(4) “Person” means any individual or governmental entity, corporation, 
association, organization, nonprofit institution or other entity or such 
entities’ representatives; and 

(5) “School youth athletic activity” means a school or local education 
agency organized athletic activity where the majority of the participants are 
under eighteen (18) years of age, and are engaging in an organized athletic 
game or competition against another team, club or entity or in practice or 
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preparation for an organized game or competition against another team, 
club, or entity. “School youth athletic activity” does not include college or 
university activities or an activity which is entered into for instructional 
purposes only, an athletic activity that is incidental to a nonathletic program 
or a lesson. 


History. physician assistant (P.A.) with concussion 
Acts 2018, ch. 148, § 1; 2016, ch. 948, § 1. training who is a member of a health care team 
supervised by a Tennessee licensed medical 


Amendments. doctor or osteopathic physician” at the end. 


The 2016 amendment, in the definition of 
“health care provider”, deleted “or a” preceding Effective Dates. 
“clinical neuropsychologist” and added “, or Acts 2016, ch. 948, § 2. April 27, 2016. 


CHAPTER 59 
TENNESSEE TRAUMA CENTER FUNDING LAW OF 2007 


Section 
68-59-102. Chapter definitions. 


68-59-102. Chapter definitions. 


As used in this chapter, unless the context otherwise requires: 

(1) “Advisory council” means the Tennessee trauma care advisory council, 
formerly known as the trauma task force; 

(2) “Commissioner” means the commissioner of health; 

(3) “Comprehensive regional pediatric center” means any pediatric inpa- 
tient hospital licensed by the department pursuant to chapter 11, part 2 of 
this title, and Tenn. Comp. R. & Regs. R. 1200-8-30-.01(4); 

(4) “Coordinator” means the person designated by the commissioner 
pursuant to § 68-59-104; 

(5) “Department” means the department of health; 

(6) “Trauma center” means any Level I, Level II, Level III or Level IV 
institution licensed by the department pursuant to chapter 11, part 2 of this 
title; 

(7) “Trauma patient” means a patient who is on the state trauma registry 
or the National Trauma Registry of the American College of Surgeons; 

(8) “Trauma service codes” means a subset of the ICD-10-CM diagnosis 
codes, or the most relevant versions of the International Classification of 
Diseases and Related Health Problems (ICD) required by the centers for 
medicare and medicaid services, for coding hospital discharges designated as 
trauma service codes by the American College of Surgeons committee on 
trauma; 

(9) “Trauma system” means: 

(A) All designated Level I, II, III, IV trauma centers; 

(B) All designated comprehensive regional pediatric centers; and 

(C) All other acute care hospitals that provide levels of treatment for 
trauma patients that are at least as great as the lowest level provided by 

a designated trauma center; and 

(10) “Uncompensated care” means either: 

(A) Care provided by a facility defined as part of the trauma system to 
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a trauma patient who: 


(i) Has no medical insurance, including Medicare Part B coverage; 

(ii) Has no medical coverage for trauma through workers’ compensa- 
tion, automobile insurance, or any third party, including any settlement 
or judgment resulting from such coverage; and 

(iii) Has not paid for the trauma care provided by the trauma 
provider after documented attempts by the provider to collect payment; 


or 


(B) The uncompensated cost to the provider for care provided by a 
facility defined as part of the trauma system to a trauma patient who is 
covered by TennCare in the event that TennCare payment to the trauma 
provider does not fully compensate the provider for the actual cost of 


trauma services rendered. 


History. , 
Acts 2007, ch. 574, § 3; 2009, ch. 531, § 55; 
2011, ch. 364, §§ 1-3; 2018, ch. 671, § 1. 


Amendments. 
The 2018 amendment rewrote the definition 
of “trauma service codes” which read: “ ‘Trauma 


service codes’ means the ICDA-9-CM discharge 
codes designated as trauma service codes by 
the American College of Surgeons, committee 
on trauma;”. 


Effective Dates. 
Acts 2018, ch. 671, § 2. April 12, 2018. 
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